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BUCKINGHAMSHIRE  COUNTY  COUNCIL 


July,  1969. 


To  the  Chairman  and  Members  of  Buckinghamshire  County  Council. 

MR.  CHAIRMAN,  MY  LORD,  LADIES  AND  GENTLEMEN, 

I have  the  honour  to  present  my  second  annual  report,  which  covers  the  work  of  the  County 
Department  of  Health  and  Welfare  and  of  the  School  Health  Service  for  the  year  1968.  Following  the 
satisfactory  reception  of  the  previous  year’s  report  in  its  new  format,  this  has  been  repeated,  although 
the  emphasis  in  certain  sections  has  been  changed.  Copies  of  the  1967  report  were  sent  to  a wide 
variety  of  organisations  and  individuals,  including  all  general  practitioners  working  in  the  county. 
It  was  encouraging  to  find  that,  of  the  family  doctors  who  received  them,  approximately  280  indicated 
that  they  would  like  to  continue  to  do  so  in  the  future. 

The  main  purpose  of  an  annual  report  is  to  review  progress  in  health  matters  during  the  year  in 
question.  This  is  useful  as  a means  of  recording  developments,  and  it  also  helps  to  ensure  that  the  aims 
of  the  Department  of  Health  and  Welfare  are  understood  by  members  of  the  public,  as  these  aims  will 
be  achieved  only  through  co-operation  with  the  people  of  the  county.  In  addition,  an  annual  report 
provides  a record  which  can  prove  helpful  in  comparing  the  health  of  the  county  from  year  to  year  or, 
more  usefully,  oyer  longer  periods  of  time. 

There  are,  however,  certain  difficulties  inherent  in  preparing  a report  of  this  kind.  It  is,  in  the 
first  place,  necessary  to  strike  a balance  between  a report  which  is  so  long  as  to  be  unreadable  and 
one  which  is  so  short  that  it  conveys  little  impression  of  what  has  been  accomplished.  It  is  also  difficult 
to  maintain  freshness  in  a report,  and  to  try  to  achieve  a new  presentation  each  year  is  extremely  time- 
consuming.  For  these  reasons,  an  attempt  has  been  made  to  cover  all  aspects  of  the  work  of  the 
Department  but,  from  year  to  year,  emphasis  will  be  laid  on  different  subjects.  Throughout  the  report 
statistics  are  presented  in  graph  form  as  often  as  possible  in  order  to  bring  out  trends  without  obliging 
the  reader  to  study  long  tables  of  figures.  I have  also  tried  to  keep  statistics  to  the  minimum  consistent 
with  conveying  adequate  information,  bearing  in  mind  the  difference  between  useful  statistics  from  which 
conclusions  can  be  drawn  and  a mere  compilation  of  figures. 

I hope  that  this  report  will  commend  itself  to  members  and  that  those  who  do  not  have  the  time 
or  inclination  to  read  it  in  its  entirety  may  perhaps  be  able  to  select  from  the  index  those  subjects  in 
which  they  are  likely  to  be  interested. 

Health  of  the  County 

The  most  notable  feature  of  the  county’s  vital  statistics  was  an  increase  of  15,640  in  the  Registrar 
General’s  mid-year  estimate  of  the  population  compared  with  the  corresponding  figure  for  1967.  Such 
an  increase  involves  an  appreciable  rise  in  the  work-load  of  members  of  the  staff  of  the  Department  of 
Health  and  Welfare,  ranging  from  the  activities  of  midwives  to  the  provision  of  services  for  the  elderly. 

Traditionally,  the  infant  mortality  rate,  which  represents  the  number  of  children  dying  before 
reaching  their  first  birthdays,  has  been  regarded  as  a valuable  index  of  the  health  of  the  community 
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and,  in  the  case  of  Buckinghamshire,  the  satisfactory  figure  of  14  per  1,000  live  births  was  achieved, 
compared  with  a national  rate  of  18  per  1,000.  This  represents  the  lowest  rate  of  loss  of  infant  life  in 
the  county’s  history. 

It  is  questionable,  however,  whether  the  infant  mortality  rate  can  nowadays  be  regarded  as  a 
satisfactory  measure  of  the  overall  health  of  the  community  in  an  advanced  country  such  as  England, 
as  a more  significant  index  might  be  the  mortality  from  diseases  affecting  the  adult  population  which 
should  be  prevented  yet  which  are  not  prevented.  The  diagram  which  precedes  this  introductory 
letter  puts  modern  health  problems  into  perspective  and  shows  that,  in  Bucks  as  throughout  the 
country,  diseases  of  the  heart  and  blood  vessels  are  the  main  cause  of  death,  followed  by  malignant 
and  respiratory  diseases  and  then  by  accidents  in  the  home,  on  the  road  and  in  industry.  Mortality 
from  infectious  diseases,  which  once  formed  so  large  a part  of  public  health  work,  has  now  in  fact 
reached  proportions  which  are  totally  insignificant  compared  with  the  major  killing  diseases  which 
have  been  described. 

Modern  public  health  has  no  cause  for  satisfaction  with  this  pattern.  The  scope  for  preventing 
death  from  diseases  of  the  heart  and  blood  vessels  is  growing;  a substantial  proportion  of  malignant 
disease  could  be  prevented  if  members  of  the  public  desired;  the  same  is  true  of  respiratory  disease, 
particularly  in  the  form  of  bronchitis;  whilst  all  accidents  are,  in  theory,  preventable.  Particular  concern 
should  be  caused  by  the  fact  that,  over  a period  of  some  four  decades,  the  difference  between  the  life 
expectation  of  men  and  of  women  aged  45  has  increased  until  there  is  now  a gap  of  more  than  five  years 
between  them. 

There  is  no  doubt  that  an  important  factor  in  the  relatively  unfavourable  expectation  of  life  in  the 
middle-aged  male  is  cigarette  smoking.  The  great  majority  of  lung  cancer  is  directly  attributable  to 
cigarettes  and  they  are  also  an  important  contributory  factor  in  a substantial  proportion  of  deaths 
from  bronchitis  and  from  coronary  disease.  Sir  George  Godber,  the  Chief  Medical  Officer  of  the 
Department  of  Health  and  Social  Security,  has  estimated  that  cigarette  smoking  is  responsible  for 
some  50,000  needless  deaths  amongst  the  population  of  this  country  every  year,  and  one  can  only 
wonder  whether  this  figure  would  be  treated  with  equal  public  equanimity  if  it  represented  those  dying 
from  smallpox  or  typhoid  fever. 

In  the  case  of  these  infectious  diseases,  there  would  be  an  immediate  outcry  for  the  public  health 
service  to  take  urgent  action,  yet  the  50,000  deaths  in  question  are  equally  preventable  and  sooner  or 
later  must  be  prevented. 

The  relationship  between  cigarette  smoking  and  various  serious  diseases  is  internationally  recog- 
nised by  all  responsible  medical  authorities,  and  in  Britain  there  is  evidence  that  most  members  of  the 
medical  profession  have  heeded  the  scientific  facts  and  have  changed  their  smoking  habits.  In  conse- 
quence, during  the  decade  1952  to  1961,  when  deaths  from  lung  cancer  in  men  over  the  age  of  25 
increased  by  22%,  the  corresponding  deaths  amongst  doctors  dropped  by  7%.  It  is  now  the  medical 
profession’s  task,  working  in  conjunction  with  others  and  particularly  with  school-teachers  and 
parents,  to  persuade  the  population  to  take  similar  steps  towards  protecting  their  own  lives.  The  task 
is  a daunting  one,  but  must  nevertheless  be  faced.  Can  Bucks  alone  afford  needlessly  to  lose,  in  a single 
year,  some  242  men  and  50  women,  all  too  often  in  the  prime  of  their  lives  and  with  substantial  family 
and  other  responsibilities,  as  a result  of  cigarette  smoker’s  cancer  of  the  lung? 

Human  needs  and  patterns  of  organisation 

The  year  1968  saw  the  twentieth  anniversary  of  the  National  Health  Service,  and  this  provided 
the  opportunity  for  taking  stock  of  some  of  the  enormous  changes  which  have  taken  place  since  1948. 
The  former  Minister  of  Health,  Mr.  Kenneth  Robinson,  arranged  for  a conference  to  be  held  in  London 
in  order  to  mark  the  event,  and  I had  the  honour  of  being  asked  to  read  a paper  on  the  changing  health 
service  scene,  which  is  reproduced,  by  permission  of  Her  Majesty’s  Stationery  Office,  as  Appendix  A 
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to  this  report  (page  139).  I have  included  this  paper  in  the  hope  that  it  may  be  of  interest  to  readers 
as  furnishing  a background  to  current  discussions  on  the  future  organisational  framework  within  which 
the  National  Health  Service  should  function  during  the  next  twenty  or  more  years. 

Before  leaving  office,  Mr.  Robinson  presented  a Green  Paper  dealing  with  this,  and  his  suggestions 
have  been  the  subject  of  substantial  debate  throughout  the  country.  The  declared  intention  of  the 
Green  Paper  was  to  feel  the  public  pulse  and  this  has  certainly  been  achieved  so  that,  as  I write  this 
introduction,  the  public  and  the  health  service  professions  are  awaiting  a further  document  from  Mr. 
Richard  Crossman,  Secretary  of  State  for  Social  Services,  and  it  is  believed  that  this  will  take  into 
account  certain  of  the  objections  which  were  raised  to  the  Green  Paper.  It  should  be  emphasised, 
however,  that  the  basic  principle  of  the  Green  Paper  was  one  of  unification  of  the  administration  of  the 
health  service,  and  it  is  confidently  expected  that  this  theme  will  underlie  whatever  proposals  Mr. 
Crossman  may  produce.  Many  details  will  no  doubt  be  negotiable,  but  the  principle  of  unification  is  of 
supreme  importance  if  the  National  Health  Service  is  to  be  in  a position  to  meet  future  needs. 

At  local  level,  the  County  Health  Committee  has  continued  its  review  of  the  various  services 
for  which  it  is  responsible,  with  the  object  of  considering  their  historical  development,  taking  stock  of 
the  present  situation,  analysing  likely  future  trends,  and  thereafter  formulating  plans  for  the  future.  As 
I pointed  out  in  my  first  annual  report,  Buckinghamshire  was  a pioneer  in  the  provision  of  various 
services,  but  it  is  vital  that  the  county  should  not  rest  on  its  laurels,  particularly  in  view  of  the  accelerat- 
ing growth  of  its  population. 

The  object  of  health  service  administration  is  to  provide  a satisfactory  framework  within 
which  the  needs  of  individual  human-beings  can  be  met  and,  as  these  needs  change,  it  is  important 
to  ensure  that  the  services  which  are  meant  to  meet  them  remain  relevant  to  the  requirements  both 
of  today  and  of  tomorrow.  In  all  such  services  there  is  a danger  that  traditional  patterns  will  be 
perpetuated  simply  because  this  is  the  easiest  and  least  controversial  thing  to  do. 

This  report  contains  reference  to  various  staffing  matters,  and  it  must  be  emphasised  that  this 
presents  a continuing  problem  in  Buckinghamshire,  where  housing  is  certainly  not  inexpensive.  It 
should  also  be  remembered  that  most  of  the  services  for  which  the  Department  of  Health  and  Welfare 
is  responsible  will  continue  to  require  increases  in  staff  in  order  to  keep  pace  with  the  rapid  growth  of 
the  population,  as  many  of  the  new  residents  of  the  county,  irrespective  of  the  age  groups  to  which  they 
belong,  will  require  help  of  one  kind  or  another  from  members  of  the  health  team. 

Trying  to  provide  a reasonable  service  to  the  public  calls  for  adequate  premises,  and  here  again 
the  county  is  faced  with  the  need  for  substantial  developments  if  satisfactory  standards  are  to  be 
achieved.  Much  of  the  child  health  work  is  carried  out  in  hired  premises,  some  of  which  are  far  from 
ideal,  and  certain  of  the  Council’s  health  clinics  leave  much  to  be  desired,  the  Pebble  Lane  clinic  in 
Aylesbury  being  a particular  example.  The  solution  to  these  problems  is  to  be  found  in  the  health 
centre  building  programme  which  is  only  just  beginning  to  get  under  way  and,  in  addition  to  providing 
suitable  bases  for  the  work  of  local  health  authority  staff,  health  centres  will  play  a valuable  role  in 
bringing  together  the  presently  separate  branches  of  the  National  Health  Service. 

There  will  also  be  need  to  continue  and  to  expand  the  building  programme  in  relation  to  welfare 
homes,  mental  health  hostels,  ambulance  stations  and  nurses’  houses  if  services  are  to  be  maintained 
at  an  adequate  level.  In  addition,  it  will  be  necessary  to  plan  for  the  future  as  far  as  office  accommoda- 
tion is  concerned,  the  position  at  High  Wycombe  and  Aylesbury  having  become  particularly  acute 
during  the  year. 

Milton  Keynes 

A substantial  amount  of  work  was  carried  out  in  conjunction  with  representatives  of  the  hospital 
and  general  practitioner  services  towards  the  planning  of  a health  service  for  the  new  city  of  Milton 
Keynes,  and  the  subsequent  report,  “A  Health  Service  for  Milton  Keynes”,  was  published  towards 
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the  end  of  the  year  and  accepted  by  the  three  statutory  National  Health  Service  bodies.  An  article  on 
certain  aspects  of  the  subject  was  published  in  the  British  Medical  Journal  and  is  reproduced,  by  kind 
permission  of  the  Editor,  in  Appendix  B (page  146). 

Milton  Keynes  presents  an  opportunity  for  making  a fresh  start  in  the  organisation  of  health 
services,  rather  than  carrying  out  the  usual  type  of  patching-up  operation  in  which  many  people  have 
been  involved  throughout  the  country  during  much  of  the  past  two  decades.  It  is  hoped,  by  this  means, 
to  provide  the  future  citizens  of  Milton  Keynes  with  a functionally  unified  health  service,  and  to  avoid 
the  overlapping  of  provision  which  at  present  typifies  the  national  picture.  To  provide  a full  range  of 
services  for  a future  population  of  a quarter  of  a million  people  will  not  be  cheap,  but  it  surely  makes 
economic  sense  to  try  to  coordinate  planning  from  the  outset,  so  that  unnecessary  and  wasteful 
duplication  of  expenditure  is  avoided. 

The  reception  which  the  report  received  from  the  Oxford  Regional  Hospital  Board,  the  Local 
Executive  Council,  Buckinghamshire  County  Council  and  the  Milton  Keynes  Development  Corpora- 
tion was  most  encouraging,  and  the  second  and  more  detailed  phase  of  planning  has  since  been 
commenced  in  the  enthusiastic  belief  that  an  effective  pattern  will  emerge. 
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I have  the  honour  to  be, 

Your  obedient  servant, 

J.  J.  A.  REID, 
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Officer  and  Principal  School  Medical  Officer. 
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STAFF 

County  Medical  Officer  of  Health,  Principal  School  Medical  Officer  and  County  Welfare  Officer: 

J.  J.  A.  Reid,  T.D.,  M.D.,  B.Sc.,  M.R.C.P.,  M.R.C.P.E.,  D.P.H. 

Deputy  County  Medical  Officer  of  Health,  Deputy  Principal  School  Medical  Officer  and  Deputy  County 
Welfare  Officer: 

I.  G.  Yule,  M.B.,  Ch.B.,  D.C.H.,  D.P.H. 

Area  Medical  Officers  and  Divisional  School  Medical  Officers: 

M.  A.  Charrett,  M.R.C.S.,  L.R.C.P.,  D.P.H.  (also  Medical  Officer  of  Health,  Borough  of 
Slough). 

P.  La  vis,  M.B.,  Ch.B.,  D.P.H.  (also  Medical  Officer  of  Health,  Borough  of  Buckingham,  Urban 
Districts  of  Bletchley,  Newport  Pagnell  and  Wolverton,  Rural  Districts  of  Buckingham, 
Newport  Pagnell  and  Winslow). 

A.  J.  Muir,  M.B.,  Ch.B.,  B.Hy.,  D.P.H.  (also  Medical  Officer  of  Health,  Borough  of  High 
Wycombe,  Urban  District  of  Marlow  and  Rural  District  of  Wycombe). 

A.  W.  Pringle,  B.A.,  M.B.,  B.Ch.,  B.A.O.,  D.P.H.  (also  Medical  Officer  of  Health,  Borough 

of  Aylesbury,  Rural  Districts  of  Aylesbury  and  Wing). 

Principal  Medical  Officers: 

Dulcie  G.  Gooding,  M.B.,  B.S.,  D.P.H. 

Patricia  Herdman  M.B.,  B.S.,  D.P.H. 

J.  P.  Hutchby,  M.B.,  B.Ch.,  B.A.O.,  D.P.H.,  D.I.H. 

Divisional  School  Medical  Officer: 

G.  M.  Hobbin,  B.Com.,  M.B.,  Ch.B.,  D.P.H.  (also  Medical  Officer  of  Health,  Urban  District 

of  Eton  and  Rural  District  of  Eton). 

Deputy  Divisional  School  Medical  Officer: 

B.  H.  Burne,  M.R.C.S.,  L.R.C.P.,  D.P.H.  (also  Medical  Officer  of  Health,  Urban  Districts  of 

Beaconsfield  and  Chesham  and  Rural  District  of  Amersham). 

Departmental  Medical  Officers: 

Elinor  W.  Adam,  M.B.,  Ch.B.  (part-time). 

Frances  E.  Anderson,  M.B.,  B.Chir.,  D.Obst.  (part-time). 

W.  E.  Anwyl,  M.R.C.S.,  L.R.C.P.,  D.P.H.  (also  Deputy  District  Medical  Officer  of  Health). 
Elizabeth  O.  Aston,  L.M.S.S.A.  (part-time ). 

Jean  E.  Barker,  M.B.,  Ch.B.  (part-time). 

Lilian  F.  C.  Beattie,  M.B.,  B.S. 

Joan  C.  Butcher,  M.B.,  Ch.B. 

Dora  M.  Butler,  M.B.,  B.S.,  D.P.H.  (part-time). 

Da vina  C.  Embleton,  M.B.,  B.S.,  D.C.H.,  D.Obst.  ( part-time ). 

Roberta  Evans,  B.Sc.,  M.B.,  B.Ch.,  D.Obst.  (part-time ). 

H.  W.  Fladee,  B.Sc.,  M.B.,  Ch.B.,  D.Obst.  (part-time). 

Jenny  P.  Gillmor,  M.B.,  Ch.B.,  D.P.H.  (part-time). 

Margaret  R.  D.  Hart,  M.B.,  Ch.B.  (part-time). 
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Mary  I.  McArthur,  M.B.,  Ch.B.,  D.P.H. 

Janice  R.  Metson,  M.B.,  Ch.B.  {part-time ). 

Audrey  Myant,  M.B.,  B.S.,  M.R.C.P.,  D.P.H.  {also  Deputy  District  Medical  Officer  of  Health). 
Elizabeth  M.  A.  Place,  M.B.,  Ch.B.  {part-time). 

Marjorie  Reid,  M.B.,  Ch.B.  {part-time). 

Diana  M.  Riley,  M.B.,  B.S.  {part-time). 

Winifred  J.  Risk,  M.B.,  Ch.B.  {also  Deputy  District  Medical  Officer  of  Health). 

Mary  W.  Scott-Clarke,  M.B.,  Ch.B.,  D.P.H.  {part-time). 

Mary  Shephard,  M.B.,  Ch.B.,  {part-time). 

G.  F.  Slocombe,  M.B.,  B.S.,  D.P.H.,  Senior  Assistant  {also  Deputy  District 
Medical  Officer  of  Health). 

Evelyne  E.  Summers,  M.A.,  M.B.,  Ch.B.  {part-time). 

Josephine  H.  Tew,  B.M.,  B.Ch.,  D.C.H.  ( part-time ). 

Mary  R.  Venning,  B.M.,  B.Ch.,  C.P.H.  {part-time). 

R.  L.  Walmsley,  M.A.,  L.M.S.S.A. 

Edith  J.  Willson,  M.B.,  Ch.B.,  {part-time). 

Consultant  Psychiatrists: 

C.  E.  Bagg,  M.A.,  M.R.C.S.,  L.R.C.P.,  D.P.M.* 

Edith  M.  Booth,  M.B.,  Ch.B.,  D.P.M. 

Elizabeth  F.  Browne,  B.M.,  B.Ch.,  D.P.M. * 

Mary  K.  M.  Lindsay,  M.B.,  B.Ch.,  B.A.O.,  D.C.H. , D.P.M.* 

Janet  M.  M.  Lindsay,  M.D.,  B.Ch.,  B.A.O.,  D.P.M.* 

Mildred  I.  Pott,  M.B.,  Ch.B.,  D.C.H.,  D.P.M.* 

I.  Shribman,  M.A.,  M.B.,  B.Ch.,  B.A.O.,  D.P.M.* 

County  Consultant — Diseases  of  the  Chest: 

A.  Stephen  Hall,  M.A.,  M.B.,  F.R.C.P.* 

Consultant  Physicians — Diseases  of  the  Chest: 

W.  T.  Bermingham,  B.A.,  M.D.,  B.Ch.* 

J.  F.  Hare,  M.B.,  M.R.C.P.* 

A.  O.  Robson,  M.B.,  B.S.,  M.R.C.P.* 

B.  C.  Thompson,  M.A.,  M.D.,  B.Chir.* 

Consultant  Geriatricians: 

H.  Caplan,  B.A.,  M.B.,  B.Chir.,  M.R.C.S.,  M.R.C.P.* 

Lorna  C.  Davies,  M.B.,  B.S.,  M.R.C.P.,  D.C.H.* 

A.  T.  Sinniah,  M.B.,  B.S.,  M.R.C.P.* 

Ophthalmic  Surgeons: 

T.  S.  S.  Gregory,  M.B.,  B.Ch.,  F.R.C.S.,  D.O.M.S.* 

R.  C.  Jack,  M.B.,  B.Chir.,  F.R.C.S.,  D.O.M.S.* 

J.  Moss,  M.B.,  Ch.B.,  D.O.* 

V.  Purvis,  M.B.,  B.S.,  D.O.,  D.O.M.S.* 

Nora  M.  Oughton,  M.B.,  Ch.B.,  D.O.* 


*By  arrangement  with  Regional  Hospital  Boards. 
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Chief  Dental  Officer: 

C.  H.  Griffiths,  L.D.S. 

Orthodontist: 

Audrey  M.  Blandford,  L.D.S.,  D.Orth. 

Area  Dental  Officer: 

K.  R.  Dixon,  L.D.S. 


Dental  Officers: 

F.  M.  Armour,  B.D.S.  ( part-time ). 

B.  A.  Berrill,  L.D.S. 

R.  J.  E.  Derwent,  L.D.S. 

Eva  Deutsch,  M.D.  ( part-time ). 

Lise  Levy,  L.D.S.  ( part-time ). 

L.  F.  Loewe,  M.D. 

Belle  A.  Maudsley,  B.D.S.  ( part-time ). 

S.  R.  Medd,  B.D.S.,  {part-time ). 

Joan  W.  Paul,  L.D.S.  ( part-time ). 

Alison  J.  Poole,  B.D.S.  {part-time ). 
Catherine  Ralston,  B.D.S. 

Mavis  A.  Richardson,  B.D.S.  ( part-time ) 
H.  R.  Rippon,  L.D.S. 

C.  Rooney,  L.D.S. 

P.  W.  Sewell,  L.D.S. 

Dental  Auxiliary: 

Mrs.  S.  M.  Horseman. 


Dental  Hygienist: 

Miss  D.  M.  Pritchard  ( part-time ). 

Superintendent  Nursing  Officer: 

Miss  D.  T.  N.  Cole,  S.R.N.,  S.C.M.,  H.V.Cert. 

Deputy  Superintendent  Nursing  Officer: 

Miss  A.  M.  Borchard,  S.R.N.,  S.C.M.,  H.V.  Cert. 

Assistant  Superintendent  Nursing  Officers: 

Miss  V.  G.  Chadwell,  S.R.N.,  S.C.M.,  H.V.  Cert. 
Mrs.  O.  M.  Riley,  S.R.N.,  S.C.M.,  H.V.  Cert. 

Superintendent  Health  Visitor: 

Miss  E.  L.  Martin,  S.R.N.,  S.C.M.,  H.V.  Cert. 

Deputy  Superintendent  Health  Visitor: 

Miss  H.  Thacker,  S.R.N.,  H.V.  Cert. 


to 


Area  Superintendent  Health  Visitors: 

Mrs.  D.  L.  P.  Marett,  S.R.N.,  S.C.M.,  H.V.  Cert. 
Mrs.  J.  A.  Thompson,  S.R.N.,  S.C.M.,  H.V.  Cert. 
Miss  J.  G.  Wedgwood,  S.R.N.,  S.C.M.,  H.V.  Cert. 
Miss  M.  F.  Weller,  S.R.N.,  S.C.M.,  H.V.  Cert. 

County  Health  Inspector  and  Health  Education  Organiser: 

J.  W.  Kendall,  D.H.E.,  M.A.P.H.I. 

Area  Health  Education  Organisers: 

Miss  S.  A.  V.  Haysom,  S.R.N.,  S.C.M.,  H.V.  Cert. 
Miss  M.  B.  Hayward,  S.R.N.,  H.V.  Cert 
Miss  B.  R.  Keene,  S.R.N.,  S.C.M.,  H.V.  Cert. 

Miss  F.  C.  Willes,  S.R.N.,  S.C.M.,  H.V.  Cert. 

Chief  Administrative  Officer: 

E.  L.  Eyre. 

Deputy  Chief  Administrative  Officer: 

A.  D.  H.  Ridpath. 

Chief  Staff  Assistant: 

P.  J.  Clarke. 

County  Ambulance  and  Transport  Officer: 

W.  C.  Collett. 

Deputy  County  Ambulance  and  Transport  Officer 
D.  R.  W.  Nelson. 

Administrative  Assistant  (Accounts): 

T.  H.  Clark. 

Administrative  Assistant  (Supplies,  Sites  and  Buildings) 

F.  W.  Hedge. 

Chief  Clerks  - Area  Offices: 

R.  Borrett. 

C.  H.  Bray. 

A.  G.  Hall. 

D.  E.  Thompson. 

Principal  Social  Worker: 

Miss  E.  R.  Gloyne,  M.A.,  A.I.M.S.W. 

Social  Work  Training  Officer: 

Miss  S.  C.  De  Gruchy,  M.A.,  A.A.P.S.W. 

Principal  Welfare  Services  Officer: 

H.  G.  Millward 
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Homes  Officer: 

G.  Robinson,  D.M.A. 

Senior  Mental  Welfare  Officer: 

H.  G.  Sackett,  D.P.A.f 

Area  Welfare  Officers: 

S.  W.  Cross! 

H.  L.  G.  Heath| 

Miss  K.  M.  Lee,  A.I.M.S.W. 

P.  K.  Smith. 

County  Chiropodist: 

J.  D.  Idris-Evans,  M.Ch.S.  S.R.Ch 

Senior  Chiropodist 

Mrs.  J.  Cotterrel,  M.Ch.S.,  S.R.Ch. 

Physiotherapists : 

E.  Hrabak  ( Spastics  Unit). 

Miss  M.  R.  Rogers  ( County  Welfare  Homes). 
R.  A.  Smith  ( County  Welfare  Homes). 

Head  Occupational  Therapist: 

Miss  F.  B.  Silk,  M.A.O.T. 

Deputy  Head  Occupational  Therapist: 

Miss  D.  M.  Scott,  M.A.O.T. 

County  Home  Help  Organiser: 

Mrs.  A.  Tomlinson. 

Area  Home  Help  Organisers: 

Mrs.  E.  A.  Gorman. 

Mrs.  G.  M.  Hayward 
Mrs.  F.  J.  Mundy. 

Mrs.  H.  R.  L.  Sephton. 

Senior  Speech  Therapist: 

Vacant. 


!Granted  Declaration  of  Recognition  of  Experience  by  the  Council  for  Training  in  Social  Work. 
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STATISTICAL  BACKGROUND 


1.  General 

The  area  of  the  geographical  and  administrative  county  is  477,750  acres  (approximately  746 
square  miles)  and  the  numbers  of  private  households  and  private  dwellings  at  the  1961  census  were 
149,053  and  152,525  respectively,  representing  increases  over  the  1951  census  figures  of  31.9  and  39.7 
per  cent. 

The  estimated  rateable  value  of  the  county  at  1st  April,  1969,  was  £33,488,359  as  against  £32,193,687 
at  1st  April,  1967,  an  increase  of  just  over  four  per  cent. 

The  estimate  of  the  Registrar  General  for  mid- 1968  refers  to  the  home  population  including 
members  of  the  armed  forces  stationed  in  the  area,  and  amounts  to  568,110  compared  with  552,470  for 
1967.  At  the  1961  census  the  total  population  of  the  county  was  484,094. 

Census  populations,  estimated  populations,  birth  and  mortality  rates  for  individual  county 
districts  are  quoted  in  Table  2 (page  101). 


2.  Vital  statistics — childhood  and  maternal 


Live  births: 


Legitimate 

Illegitimate 

Total 


1968 

Male 

Female 

Total 

4,905 

4,586 

9,491 

320 

334 

654 

5,225 

4,920 

10,145 

1967 

Male 

Female 

Total 

4,916 

4,701 

9,617 

338 

308 

646 

5,254 

5,009 

10,263 

1968 


Bucks 

England 
and  Wales 

Live  birth  rate  per  1,000  population  . . . . 

17.9 

16.9 

Illegitimate  live  births  per  cent  of  total  live  births 

6.4 

— 

Stillbirths  rate  per  1,000  total  live  and  stillbirths 

12.6 

14.0 

Total  live  and  stillbirths 

10,275 

— 

Number  of  infant  deaths  (deaths  under  one  year) 

139 

— 

Infant  mortality  rates : 

Total  infant  deaths  per  1,000  live  births 

14 

18 

Legitimate  infant  deaths  per  1,000  legitimate  live  births 

14 

— 

Illegitimate  infant  deaths  per  1 ,000  illegitimate  live  births 

12 

— 

Number  of  deaths  of  infants  under  four  weeks 

98 

— 

13 


1968 


Neo-natal  mortality  rate  (deaths  under  four  weeks  per 
births)  

1,000  live 

Bucks 

9.7 

England 
and  Wales 

12.3 

Number  of  deaths  of  infants  under  one  week 

84 

— 

Early  neo-natal  mortality  rate  (deaths  under  one  week  per  1 ,000  live 
births)  

8.3 

10.5 

Perinatal  mortality  rate  (stillbirths  and  deaths  under  one 
bined  per  1,000  total  live  and  stillbirths) 

week  com- 

20.8 

25.0 

Number  of  maternal  deaths  (including  abortion) 

1 

— 

Maternal  mortality  rate  per  1,000  live  and  stillbirths 

0.09 

— 

3.  Vital  statistics — other 

The  principal  causes  of  death  in  the  county  were  as 

follows: 

Males 

Females 

Total 

Cardiovascular  disease 

1,201 

1,277 

2,478 

Malignant  disease 

592 

477 

1,069 

Respiratory  disease 

493 

353 

846 

Accidents 

104 

75 

179 

Total  deaths  from  all  causes 

2,670 

2,484 

5,154 

Comments  on  certain  causes  of  death  will  be  found  in  the  introductory  letter  (page  4);  the  position 
is  represented  diagramatically  in  the  histogram  facing  page  3;  and  full  details  are  set  out  in  Table  1 
(page  97).  This  last  table  is  well  worth  studying,  as  it  shows  the  differing  mortalities  between  males 
and  females  as  a result  of  certain  diseases  and  also  demonstrates  the  distribution  of  particular  causes 
of  death  amongst  various  age  groups. 


LOCAL  HEALTH  SERVICES 
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HEALTH  CENTRES 

(Section  21,  National  Health  Service  Act,  1946) 


Progress  was  made  towards  the  closer  integration  of  the  local  health  authority  family  doctor  and 
hospital  services  by  the  initiation  of  a flexible  development  programme  for  the  provision  of  a variety  of 
health  centres  throughout  the  county.  It  is  a duty  of  the  County  Council  as  the  local  health  authority 
to  provide,  equip,  maintain  and  staff  health  centres,  from  which  may  be  supplied  some  or  all  of  a 
variety  of  services,  including  general  medical,  general  dental,  pharmaceutical,  local  health  authority, 
hospital  out-patient  and  health  education. 

General  medical  practitioners  showed  a spontaneous  interest  in  this  development  programme  and 
the  North  West  Metropolitan  and  Oxford  Regional  Hospital  Boards  as  well  as  the  Bucks  Local 
Executive  Council  were  consulted  about  the  various  projects  included  in  the  programme.  The  health 
centres  will  not  only  provide  good  bases  both  for  family  doctors  and  County  Council  staff,  but  will 
also  be  a positive  way  of  encouraging  the  more  efficient  working  of  the  scheme,  now  in  operation,  for 
the  attachment  of  health  visitors,  district  nurses  and  midwives  to  medical  practices.  The  provision  of 
health  centres  will  allow  patients  to  visit  their  family  doctors  for  personal  consultations  and  to  attend 
other  members  of  the  health  team  at  the  same  premises,  which  will  also  be  used  as  child  health  clinics 
and  for  other  special  activities. 

Building  commenced  during  the  year  of  the  first  health  centre  in  the  county.  This  is  being  built  on 
a site  adjoining  the  hospital  at  Winslow  and  will  provide  consulting  rooms  for  two  family  doctors  and 
accommodation  for  County  Council  staff. 

Plans  were  completed  and  approved  for  a similar  small  health  centre  on  the  Bedgrove  Estate, 
Aylesbury.  Preliminary  work  was  undertaken  in  the  acquisition  of  sites  and  the  preparation  of  architec- 
tural briefs  for  small  centres  at  Haddenham  and  Stokenchurch  and  for  slightly  larger  centres  at  Burn- 
ham and  Wendover.  Discussions  were  also  held  on  the  possible  content  and  design  of  a health  centre 
for  Water  Eaton,  Bletchley,  which  will  be  the  first  one  within  the  designated  area  of  the  new  city  of 
Milton  Keynes. 
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CARE  OF  MOTHERS  AND  YOUNG  CHILDREN 

(Section  22,  National  Health  Service  Act,  1946) 

1.  Child  health  clinics 

During  the  year,  25,730  children  attended  child  health  clinics  in  the  county,  this  being  the  highest 
figure  ever  recorded. 

The  special  effort  made  to  encourage  parents  of  older  pre-school  children  to  bring  their  youngsters 
to  the  clinics  has  paid  dividends  in  that  the  number  of  children  over  two  who  attended  rose  from 
8,588  in  1967  to  9,381  in  1968.  Mothers  are  realising  that  the  doctors  are  well  equipped  to  assess  the 
developmental  progress  of  children  at  this  age  when  they  can  be  difficult  to  examine.  Mothers  also  are 
gradually  learning  what  to  expect  at  well-organised  child  health  clinics  and,  during  the  year,  there  has 
been  a gradual  increase  in  the  number  of  clinics  where  appointments  are  given  for  children  to  be  seen 
by  the  doctor — a procedure  known  to  appeal  to  some  of  the  busy  mothers  of  today. 

The  number  of  younger  children  who  came  was  lower  this  year  due,  it  is  believed,  to  the  interest 
shown  by  family  doctors  who  hold  well-baby  clinics  at  their  surgeries  and  others  who  have  joined  the 
computer  scheme  for  immunisation  appointments.  The  growing  interest  of  family  doctors  in  child 
health  work  is  to  be  welcomed,  and  the  growing  attachment  to  practices  of  local  authority  staff  has 
helped  the  process.  In  Marlow,  where  the  seven  family  doctors  are  in  one  partnership  in  premises 
adjacent  to  the  County  Council’s  purpose-built  clinic,  two  doctors  of  the  practice,  having  participated 
in  in-service  training  with  the  county  medical  staff,  now  provide  the  medical  cover  at  the  child  health 
clinic. 

A survey  of  conditions  at  all  child  health  clinics  in  the  county  in  November  revealed  that  improve- 
ments are  needed  at  some  of  the  premises  where  these  sessions  are  held. 

A meeting  of  the  voluntary  helpers  at  the  child  health  clinics  was  held  in  October  when  Dr. 
Marjorie  Reid,  a member  of  the  Sheldon  Committee,  described  the  conclusions  reached  by  that  body 
following  its  deliberations  on  the  medical  staffing  and  functions  of  child  welfare  centres,  as  they  were 
formerly  called.  The  meeting  was  well  attended  and  a lively  discussion  took  place.  The  voluntary  helpers 
continue  to  make  a valuable  contribution  to  the  social  aspect  of  the  work  at  child  health  clinics  and 
ffieir  services  are  appreciated  both  by  the  mothers  and  by  the  staff  of  the  Department. 

The  graph  shows  the  number  of  children  who  have  attended  child  health  clinics  during  the  last 
seventeen  years. 

2.  Ante-natal  and  post-natal  care 

Throughout  the  county  the  medical  responsibility  for  the  care  of  the  expectant  and  nursing  mother 
lies  with  family  doctors  and  with  obstetricians,  and  they  are  supported  by  the  midwives  who,  for  home 
confinements,  are  employed  by  the  County  Council  and,  for  hospital  confinements,  are  employed  by 
hospital  management  committees. 

The  practice  has  continued  whereby  the  domiciliary  midwives  look  after  the  mothers  from  the 
Bletchley  area  during  their  confinement  in  the  general  practitioner  maternity  unit  in  that  town  and  also 
nurse  them  on  their  return  to  their  own  homes.  It  is  hoped  that  this  procedure,  which  provides  con- 
tinuity of  care  and  is  appreciated  by  mothers,  will  be  extended  to  other  hospital  and  general 
practitioner  units. 
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Elsewhere  in  the  county  close  liaison  continues  to  exist  between  the  family  doctors  and  the 
domiciliary  midwives.  Increasingly,  midwives  attend  ante-natal  clinics  in  the  general  practitioners’ 
surgeries  and,  where  this  happens,  midwives  participate  in  the  examination  of  patients  and  are  not 
present  merely  to  test  urines  and  record  the  blood  pressures.  This  improved  arrangement  accounts  for 
the  fall  of  92  in  the  number  (440)  of  sessions  held  by  midwives  on  their  own. 

For  expectant  mothers  pregnant  for  the  first  time,  preparation  for  labour  and  training  in  mother- 
craft  are  important  aspects  of  ante-natal  care.  A total  of  2,346  expectant  mothers  attended  1,665  classes 
for  this  purpose  during  1968,  sixteen  more  than  during  1967.  Midwives  from  both  the  hospital  and 
domiciliary  midwifery  services,  health  visitors  and  medical  officers  take  part  in  the  teaching  at  these 
ante-natal  classes,  and  fathers  are  usually  invited  to  one  class  during  the  series  of  six. 


3.  Maternity  accommodation 

By  arrangement  with  the  hospital  management  committees,  when  applications  for  admission  to 
hospital  for  confinement  because  of  social  or  domestic  reasons  are  received,  a report  is  prepared  by  the 
staff  of  the  Department  of  Health  and  Welfare.  These  reports,  which  indicate  whether  the  home  is 
suitable  for  home  confinement  or  for  the  mothers  to  be  discharged  early  in  the  puerperium,  are  com- 
pleted by  the  domiciliary  midwives. 

A maternity  bookings  officer  employed  by  the  hospital  authority  arranges,  in  association  with 
the  hospitals  concerned,  admissions  to  the  Royal  Bucks  and  Amersham  General  Hospitals  and  to 
maternity  homes  at  High  Wycombe,  Bletchley  and  Chalfont  St.  Giles.  A maternity  social  worker,  also 
employed  by  the  hospital,  arranges  the  admissions  in  the  South  Bucks  area.  At  the  Westbury  Maternity 
Home  in  Newport  Pagnell  admissions  are  arranged  by  the  matron. 

4.  Premature  births 

A premature  birth  is  defined  as  one  where  the  infant  at  birth  weighs  five  and  a half  pounds  or  less, 
irrespective  of  the  period  of  gestation. 

During  the  year,  638  premature  births  occurred,  which  represents  6%  of  the  total  number  of  births 
in  the  county. 

Premature  births  (1967  figures  in  parentheses) 

Born  in  Died  within  Born  at  home  Died  within  Stillbirths 

hospital  28  days  or  in  nursing  home  28  days 

528  (490)  69  (69)  54  (53)  5 (3)  56  (63) 

Much  research  takes  place  but  prematurity  still  remains  one  of  the  major  causes  of  death  in  babies, 
and  may  also  produce  handicaps  of  varying  degree  in  older  children. 

5.  Congenital  abnormalities 

Congenital  abnormalities  apparent  at  birth  are  notified  and  a central  register  is  maintained  on 
the  computer. 

One  doctor  in  each  of  the  four  areas  of  the  county  is  responsible  for  ensuring  that  there  is  adequate 
supervision  of  the  children  whose  names  appear  on  the  register.  Every  month  this  doctor  receives  from 
the  computer  a list  of  the  names  of  children  whose  condition  is  due  for  re-assessment. 

Arrangements  are  then  made  for  the  child  to  be  examined  at  hospital,  by  one  of  the  doctors  of  the 
local  authority  or,  in  certain  circumstances,  by  the  family  doctor.  As  the  child  becomes  older  other 


Histogram  showing  the  numbers  of  children  with  congenital  malformation 
diagnosed  at  birth  and  remaining  on  the  register  for  supervision  or  treatment 
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colleagues  will  be  invited  to  join  the  assessment  conference  as  necessary.  On  each  occasion,  for  com- 
puter purposes,  the  child  is  subsequently  reported  either  as  normal  and  healthy,  or  as  remaining  at 
risk,  or  as  handicapped.  In  addition  a note  is  made  showing  the  month  when  the  next  assessment  is 
required. 

There  were  172  defects  reported  in  infants  born  in  1968.  This  figure  exceeds  the  number  of  children 
concerned  as  it  is  not  uncommon  for  more  than  one  abnormality  to  occur  in  one  child. 


Healthy 

Remain 

Handicapped 

and 

normal 

at 

risk 

Physically 

Severely 

subnormal 

Died 

Left 

county 

Total 

Central  nervous  system  . . 

- 

9 

5 

- 

8 

- 

22 

Eye,  ear  . . 

5 

1 

- 

- 

- 

6 

Alimentary  system 

1 

23 

2 

- 

2 

1 

29 

Heart  and  great  vessels  . . 

2 

4 

- 

1 

i * 

2 

8 

Respiratory  system 

- 

- 

- 

- 

- 

- 

Urogenital  system 

2 

8 

- 

- 

- 

- 

10 

Limbs 

19 

34 

8 

- 

7 

2 

70 

Other  skeletal  abnormalities 

4 

1 

- 

2 

- 

7 

Other  systems 

5 

6 

- 

- 

1 

- 

12 

Other  malformations 

4 

2 

1 

1 

8 

Total 

29 

97 

17 

2 

21 

6 

172 

The  histogram  (page  20)  shows  the  position  at  the  end  of  1968  when  there  were  29  children  born 
with  congenital  abnormalities  in  1964  who  continue  to  need  supervision  and  care. 


6.  Nurseries 

(a)  Day  nursery 

This  is  the  first  full  year  in  which  the  new  purpose-built  day  nursery  in  Slough  has  been  in  use. 
The  accommodation  is  for  thirty-five  children  and,  at  the  end  of  the  year,  there  were  thirty-three  names 
on  the  register.  The  average  daily  attendance  during  1968  was  twenty-seven,  five  more  than  in  1967. 

Arrangements  continued  whereby  financial  responsibility  is  accepted  for  Buckinghamshire  children 
in  certain  approved  priority  categories  to  attend  nurseries  outside  the  county.  On  31st  December,  three 
such  children  were  attending  the  day  nursery  at  Uxbridge. 

(b)  Residential  Nursery  and  Children’s  Homes 

The  twenty  establishments  maintained  by  the  Children’s  Committee  provide  accommodation  for 
263  children  and  young  people,  including  those  at  the  two  hostels  for  working  boys  or  girls,  a reception 
home  for  sixteen  children  and  a nursery  containing  twenty-four  children.  The  department’s  medical 
officers  undertake  the  routine  medical  supervision  of  children  in  the  care  of  the  County  Council  whether 
boarded  out  or  in  children’s  homes. 

When  the  children  are  ill  they  are  looked  after  in  the  normal  way  by  general  practitioners. 


7.  Care  of  illegimate  children 

When  legislation  was  implemented  in  1967  concerning  family  planning  and  abortion  it  was 
thought  that  this  might  bring  about  some  early  change  in  the  number  of  illegitimate  children  born  each 
year.  The  total  number  of  illegitimate  births  to  Buckinghamshire  residents  in  1968  was  654,  being  32 
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less  than  the  total  for  the  previous  year.  This  decrease,  despite  the  rising  population  of  the  county, 
may  have  little  significance  but  it  was,  however,  the  first  decrease  for  many  years  for  there  has  been  a 
steady  upward  trend  in  the  numbers  of  illegitimate  births  in  the  county  from  348  in  1959  to  686  in 
1967. 

Of  the  mothers  giving  birth  to  illegitimate  babies,  115  were  given  assistance  by  the  County  Council, 
being  admitted  to  mother  and  baby  homes  under  arrangements  made  by  the  Northampton  Diocesan 
Catholic  Child  Protection  and  Welfare  Society  or  the  Oxford  Diocesan  Council  for  Social  Work,  the 
latter  acting  on  an  agency  basis  for  the  County  Council. 

This  total  of  115  was  27%  less  than  the  1967  figure.  It  is  difficult  to  understand  why  there  should 
be  such  a sudden  decrease  in  the  number  of  unmarried  mothers  requiring  assistance  towards  admission 
to  suitable  homes,  although  it  may  be  that  changing  social  attitudes  towards  unmarried  mothers, 
together  with  increased  standards  of  living  and  improved  housing,  enable  more  girls  to  make  suitable 
arrangements  privately. 

Mrs.  J.  G.  Balme,  Organising  Secretary  of  the  Oxford  Diocesan  Council  for  Social  Work,  who 
was  asked  to  comment  on  the  downward  trend  of  referrals  of  unmarried  mothers  for  admission  to 
mother  and  baby  homes  indicated  that:  “Fewer  girls  are  asking  for  residential  mother  and  baby  homes 
for  several  reasons  and  one  of  them  appears  to  be  that  families  are  often  more  accepting  of  the  situation 
and  a girl  often  does  not  need  to  leave  home  during  her  pregnancy.  Those  who  have  accommodation 
problems  would  prefer,  where  possible,  to  go  into  a flatlet  or  perhaps  a hostel  where  they  can  cater  for 
themselves  and  continue  working  as  long  as  they  can  before  confinement  and  have  the  opportunity  to 
return  with  their  babies  for  a period  prior  to  deciding  their  own  and  their  child’s  future.  The  Diocesan 
Council  sees  an  increasing  need  for  providing  this  type  of  accommodation  where  the  girls  are  able  to 
be  a little  independent  of  direct  supervision.” 

Mrs.  Balme,  who  also  mentioned  that  she  has  noticed  an  increase  in  the  number  of  girls  asking  for 
short-term  fostering  care  for  their  babies  pending  a decision  regarding  the  child’s  future,  kindly  pro- 
vided the  following  statistics  in  respect  of  the  work  undertaken  during  1968  by  the  Oxford  Diocesan 
Council  for  Social  Work: 


Total  number  of  new  cases  . . . . . . . . . . . . 494 

Total  number  of  old  cases  carried  over  from  previous  year  . . . . 228 

Total  number  of  cases  dealt  with  during  year  . . . . . . . . 722 

New  maternity  cases  . . . . . . . . . . . . . . 399 

Maternity  cases  carried  over  from  previous  year  . . . . . . 190 

Total  number  of  maternity  cases  . . . . . . . . . . 589 


Age  at  confinement  of  new  cases  only : 


14  years  . . . . . . . . . . . . . . 3 

1 5 years  . . . . . . . . . . . . . . 8 

16  years  . . . . . . . . . . . . . . 33 

17-20  years  . . . . . . . . . . . . 218 

21-30  years  ..  ..  ..  ..  ..  ..  113 

31-40  years  . . . . . . . . . . . . 13 

Over  40  years  . . . . . . . . . . . . Nil 

Not  known  . . . . . . . . . . . . 11 


Total  . . 399 
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Age  group  of  fathers : 


Under  17  years  ..  ..  ..  ..  ..  ..  12 

17-20  years  ..  ..  ..  ..  ..  ..  108 

21-30  years  . . . . . . . . . . . . 169 

31-40  years  . . . . . . . . . . . . 33 

Over  40  years  . . . . . . . . . . . . 6 

Not  known  . . . . . . . . . . . . 71 


Total  . . 399 


Mothers  Fathers 

344  256 

43  73 

— 2 

12  10 

— 57 

Total  . . 399  399 

Social  workers  employed  by  the  Diocesan  Council  found  a need  for  more  continuous  case-work 
after-care  service  for  mothers  keeping  their  children,  as  this  is  the  time  when  they  so  badly  need  help 
with  the  problems  of  being  a fatherless  family.  It  is  extremely  difficult  to  house  these  families  and  the 
Diocesan  Council  is  hoping  to  implement  some  schemes  to  provide  this  much  needed  accommodation 
in  the  future. 


Marital  status: 

Single 

Married  . . 
Widowed  . . 
Divorced  . . 
Not  known 


8.  Family  planning  services 

On  1st  June,  following  discussions  with  representatives  of  the  appropriate  voluntary  agencies,  the 
County  Health  Committee’s  scheme  for  implementation  of  the  National  Health  Service  (Family 
Planning)  Act,  1967,  was  introduced.  The  history  of  family  planning  services  in  the  county  may  be  of 
interest. 

In  1931  the  Ministry  of  Health  informed  local  authorities  that  family  planning  advice  should  be 
given  only  at  sessions  specially  arranged  for  the  purpose  and  that  it  should  be  restricted  to  married 
persons  for  whom  further  pregnancy  would  be  prejudicial  to  health  as  a result  of  gynaecological 
conditions.  In  1934,  this  definition  was  extended  to  include  other  conditions  such  as  tuberculosis, 
heart  disease  and  diabetes. 

During  that  year,  women  were  referred  to  the  Slough  Family  Planning  Clinic  from  child  welfare 
centres  and  the  council  paid  10s.  Od.  per  visit  for  each  person  referred.  In  1936,  medical  officers  at 
child  welfare  centres  started  referring  patients  to  the  Oxford  Family  Planning  Clinic  and  similar 
arrangements  were  made  with  voluntary  associations  in  Northampton  and  Hemel  Hempstead  in  1945 
and  1947  respectively. 

Early  in  1945  the  High  Wycombe  Borough  Council  started  a family  planning  clinic.  Women 
resident  in  the  borough  were  advised,  free  of  charge,  whilst  those  from  outside  were  required  to  pay 
5s.  Od.  for  the  first  visit  and  2s.  Od.  for  each  subsequent  attendance.  The  County  Council  agreed  to 
pay  these  charges  for  women  resident  in  the  surrounding  district,  provided  each  claim  was  accompanied 
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by  a certification  to  the  effect  that  further  pregnancy  would  be  prejudicial  to  the  health  of  the  women 
concerned.  This  clinic  was  taken  over  by  the  County  Council  in  1948  and  provided  a direct  service 
until  1963,  since  when  it  has  been  conducted  by  the  local  voluntary  association. 

From  time  to  time  other  family  planning  clinics  have  been  opened  in  the  county  and,  apart  from 
one  National  Health  Service  clinic  at  the  Royal  Buckinghamshire  Hospital,  Aylesbury,  clinics  organised 
by  voluntary  associations  are  held  at  eleven  different  places  in  the  county,  the  number  of  sessions  at 
each  varying  from  one  to  nine  per  week.  A small  domiciliary  service  exists  in  Slough.  In  addition,  many 
general  practitioners  give  family  planning  advice  to  their  patients. 

Financially,  the  clinics  organised  by  the  voluntary  associations  have  tended  to  be  self-supporting 
and,  in  consequence,  little  assistance  has  been  provided  by  the  Council  other  than  by  making  premises 
available  free  of  charge.  For  many  years  the  Slough  clinic  received  a lump-sum  grant  but  this  was 
discontinued  in  1961  as  the  funds  of  the  clinic  appeared  to  be  adequate.  The  Health  Committee  has 
always  given  sympathetic  consideration  to  applications  for  financial  assistance  where  a real  need 
existed.  For  example,  a special  grant  was  made  to  the  Bletchley  clinic  in  1966  to  enable  them  to  extend 
their  service  to  problem  families. 

The  National  Health  Service  Family  Planning  Act,  1967,  which  received  Royal  Assent  in  June 
1967,  gives  local  authorities  general  power,  with  the  approval  of  the  Minister,  to  provide  a compre- 
hensive family  planning  service  for  both  medical  and  non-medical  cases  and  a circular,  issued  by  the 
Ministry  of  Health,  gives  the  Minister’s  general  approval  for  local  authorities  to  provide  such  a service 
either  directly  or  through  a voluntary  association. 

A meeting  with  representatives  of  the  appropriate  associations  in  the  county  took  place  after  these 
voluntary  organisations  had  supplied  details  of  their  financial  position.  It  was  agreed  that  the  voluntary 
organisations  should  be  encouraged  to  continue  their  work  and  to  carry  out  part  of  it  on  an  agency 
basis  for  the  County  Council,  the  County  Health  Committee  reimbursing  the  organisations  on  a per 
capita  basis  on  all  occasions  when  a family  planning  service  was  given  on  request  and  free  of  charge 
to  those  patients  with: 

(a)  medical  conditions  which  make  pregnancy  undesirable  (to  be  certified  by  a doctor  who  may 
be  the  medical  officer  of  at  the  Family  Planning  Clinic); 

(b)  social  conditions  which  make  pregnancy  undesirable  (to  be  certified  by  medical  officer, 
midwife,  health  visitor  or  social  worker  employed  by  the  Department  of  Health  and  Welfare). 

During  the  seven-month  period  ending  the  31st  December,  1968,  95  women  received  a full  family 
planning  service  through  the  County  Health  Committee’s  scheme. 


9.  Infant  deaths 

There  were  10,275  births,  including  130  stillbirths,  and  139  infant  deaths  in  Buckinghamshire 
during  1968.  When  an  unhealthy  child  is  born  it  can  be  a matter  of  chance  whether  the  death  takes 
place  before  birth  or  soon  afterwards,  and  it  is  apparent  from  this  year’s  figures  that  the  increase  in  the 
stillbirth  rate  is  balanced  by  a fall  in  the  neonatal  death  rate  (i.e.  the  number  of  babies  born  alive 
who  died  in  the  first  four  weeks  of  life). 

The  accompanying  graph  shows  that  the  overall  downward  trend  in  the  loss  of  infant  life  has 
been  maintained,  reaching  the  lowest  figure  in  the  county’s  history. 

10.  Distribution  of  welfare  foods 

There  were  125  distribution  centres  in  operation  at  the  end  of  the  year,  of  which  91  were  held  in 
conjunction  with  child  health  clinics.  As  in  the  past,  foods  were  also  available  from  the  mobile  child 
health  clinic. 


Cause  of  loss  of  infant  life  by  stillbirth  or  death  before  first  birthday 


Infant  dearths 
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Reference  has  been  made  to  the  reduced  demand  for  foods  in  recent  years  and  in  1968  this  decline 
continued.  Sales  of  orange  juice  were  only  slightly  less  than  in  the  previous  year  but  both  cod  liver  oil 
and  vitamin  tablets  showed  a drop  of  about  15%  as  compared  with  1967.  The  most  spectacular  fall, 
however,  was  in  the  sale  of  National  Dried  Milk,  the  total  being  almost  24  % less  than  in  the  previous 
year.  Demand  for  this  milk  is  now  less  than  half  that  reported  in  1964. 

It  has  previously  been  suggested  that  this  may  be  due  to  parents  preferring  to  use  their  tokens  for 
liquid  milk,  but  this  explanation  would  not,  of  course,  apply  in  the  case  of  the  other  welfare  foods. 
It  may  be  that,  in  these  days  when  many  families  enjoy  higher  living  standards  than  ever  before,  some 
parents  feel  that  the  normal  diet  includes  adequate  vitamins,  and  that  others  will  prefer  to  purchase 
proprietary  products  in  the  course  of  their  normal  shopping. 

Details  of  the  year’s  sales  are  given  below,  the  1967  figures  being  given  in  parentheses  for 


comparison : 

National  dried  milk 

23,104  packets 

(30,346) 

Cod  liver  oil  . . 

7,443  bottles 

(8,672) 

A and  D vitamin  tablets 

7,848  packets 

(9,213) 

Orange  juice  . . 

165,273  bottles 

(170,719) 

Once  again  it  is  pleasant  to  record  appreciation  of  the  work  of  the  voluntary  helpers  from  the 
Women’s  Royal  Voluntary  Service,  the  British  Red  Cross  Society,  and  the  Women’s  Institutes  and  of 
the  contribution  made  by  many  individual  workers.  These  ladies  who  so  generously  give  of  their  time, 
enable  a friendly  and  efficient  service  to  be  provided  at  very  little  cost  to  the  ratepayer. 


11.  Prevention  of  cervical  cancer 

The  first  local  authority  clinic  for  cervical  cytology  was  opened  in  February  1967,  in  High  Wycombe. 
Sessions  are  now  held  at  seven  centres  throughout  the  county  and  more  than  2,000  specimens  were 
taken  during  the  year.  Positive  smears  have  been  found  in  five  cases,  all  of  whom  have  received  treat- 
ment. 

The  research  project  in  Aylesbury  involving  women  living  in  the  Aylesbury  Borough  and  Rural 
District  has  been  in  progress  for  the  last  four  years  and  Dr.  M.  R.  Wolfendale,  cytologist  at  Stoke 
Mandeville  Hospital,  has  kindly  provided  the  following  report : 

“During  three  years  ending  30th  April,  1968,  a total  of  9,833  cervical  tests  have  been  taken, 

62  of  which  have  been  reported  as  positive. 


1965 

June- Dec. 

1966 

1967 

1968 

No.  of  smears  taken 

2,621 

4,498 

2,174 

640 

No.  of  unsuspected  invasive  cancer 

2 

1 

2 

0 

No.  of  unsuspected  cancer-in-situ 

8 

25 

10 

2 

No.  of  unsuspected  dysplasia 

4 

3 

3 

0 

No.  of  positive  smears  not  confirmed  histologically. . 
Cases  of  invasive  cancer  in  women  living  in  the  area 

1 

0 

0 

0 

not  examined  in  the  population  screening 

1 

1 

1 

0 

Pick-up  rate  per  1,000  . . 

5.3 

6.4 

6.9 

Almost  all  general  practitioners  have  been  taking  smears  from  their  patients  since  June  1965. 
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Since  February  1966,  sessions  for  taking  smears  have  been  held  at  Pebble  Lane  Clinic,  primarily 
for  patients  on  the  list  of  two  of  the  general  practitioners  in  the  area  who  could  not  do  this  as  a 
routine  procedure,  but  patients  of  other  doctors  have  been  fitted  in  if  they  preferred  this.  The 
frequency  of  these  clinics  varied  from  two  a week  to  one  every  two  months,  according  to  demand, 
and  approximately  1,100  women  have  been  examined. 

In  April  1968,  two  open  clinics  were  started  for  a limited  period.  At  least  a third  of  the  women 
attending  these  lived  outside  the  area  under  study. 

In  March  1968,  an  offer  was  made  to  all  factories  in  the  area  to  make  arrangements  for  a 
doctor  to  take  smears  at  places  of  work  wherever  the  facilities  were  adequate  and  sufficient  number 
of  women  required  this  examination.  Up  to  the  end  of  April,  two  such  sessions  were  held. 

No  public  health  clinics  as  such  have  been  arranged  in  the  area  as  it  was  felt  that  adequate 
facilities  were  available  due  to  the  research  scheme  at  Stoke  Mandeville  Hospital. 

Since  January  1968,  smears  have  been  taken  at  the  Family  Planning  Clinic  at  Quarrendon, 
Aylesbury,  from  many  women  over  the  age  of  25  who  have  not  had  the  examination.” 

Figures  are  not  available  for  the  considerable  number  of  cervical  cytology  tests  taken  by  family 
doctors,  at  the  hospitals  and  at  family  planning  clinics. 


12.  Dental  treatment  of  expectant  and  nursing  mothers  and  young  children 

The  number  of  pre-school  children  inspected  was  greater  than  the  corresponding  total  for  1967, 
the  number  of  visits  this  group  made  for  treatment  being  over  two  hundred  higher  than  that  for  the 
previous  year.  There  was  an  increase  in  the  number  of  fillings  undertaken  for  children  in  this  group  but 
a welcome  drop  in  the  number  of  emergencies  treated.  The  courses  of  treatment  completed  for  pre- 
school children  was  also  greater  than  the  total  for  1967. 

The  demand  for  treatment  of  children  in  this  group  was  again  high  in  the  Bletchley  area  and  in 
excess  of  that  arising  in  other  areas  of  the  county.  Mr.  B.  A.  Berrill,  dental  officer,  and  Mrs.  S.  M. 
Horseman,  dental  auxiliary,  who  are  based  on  the  Bletchley  Clinic,  devoted  much  of  their  time  to  the 
treatment  of  these  important  patients;  in  addition,  another  dental  officer,  Miss  C.  Ralston,  gave  some 
time  to  talking  to  mothers  at  child  health  centres  about  the  dental  care  of  their  young  children,  and  she 
also  inspected  and  provided  treatment  for  pre-school  children  in  the  Aylesbury  and  Amersham  areas. 

As  the  programme  of  dental  health  education  develops  and  mothers  are  made  aware  of  the 
importance  of  the  care  of  the  primary  dentition  it  is  hoped  that  more  will  seek  treatment  for  their 
children  before  they  go  to  school.  Thus  they  will  conserve  the  deciduous  teeth  and  thereby  avoid 
orthodontic  abnormalities  that  so  often  are  seen  after  the  premature  loss  of  the  first  teeth. 

The  general  impression  that  has  been  gathered  during  the  dental  inspection  of  pre-school  children 
in  the  past  few  years,  that  the  condition  of  the  teeth  is  improving,  is  supported  by  experience  gained 
during  1968,  when  more  children  with  perfect  teeth  started  school  for  the  first  time.  Nevertheless,  there 
are  still  many  young  children  who,  due  to  dietary  and  other  causes,  show  gross  caries  and  it  is  towards 
the  parents  of  those  children  that  the  campaign  of  dental  health  education  is  being  directed. 

The  uncontrolled  eating  of  sweets  and  between-meal  snacks  has  been  condemned  but  habits 
formed  early  are  difficult  to  eradicate  and  lead  in  later  years  to  damage  to  the  permanent  dentition. 

The  demand  for  treatment  by  expectant  and  nursing  mothers  was  not  very  great;  this  is  no  doubt 
due  to  the  relatively  large  number  of  private  dentists  practising  in  the  county,  which  ensured  that 
mothers  in  this  group  had  no  difficulty  in  arranging  any  necessary  treatment  at  the  surgery  where  they 
had  been  receiving  regular  attention  rather  than  seeking  treatment  during  pregnancy  at  a County 
Council  clinic.  However,  the  number  of  fillings  done  for  these  mothers  and  the  number  of  courses  of 
treatment  completed  was  greater  than  the  figure  for  1967. 
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Statistics  relating  to  this  part  of  the  dental  service  are  as  follows : 


Dental  Treatment  for  Mothers  and  Young  Children  1968 

Attendances  and  treatment 

Children  0-4 
(i inclusive ) 

Visits  for  treatment: 

Expectant  and 
nursing  mothers 

First 

736 

87 

Subsequent  . . 

724 

123 

Total 

1,460 

210 

Courses  of  treatment  (other  than  first)  commenced 

84 

10 

Treatment  provided — number  of  fillings 

1,326 

185 

Teeth  filled 

1,195 

173 

Teeth  extracted 

392 

41 

General  anaesthetics  given 

144 

12 

Scaling  and/or  removal  of  stains 

134 

63 

Teeth  otherwise  conserved  

322 

— 

Teeth  root  filled 

— 

1 

Inlays 

— 

6 

Number  of  courses  of  treatment  completed 

665 

82 

Emergency  visits  by  patients. 

Prosthetics 

Patients  supplied  with  full  upper  or  lower  dentures 
Patients  supplied  with  other  dentures 

45 

4 

2 

5 

Inspections 

First  inspections 

1,224 

97 

Patients  who  required  treatment 

713 

83 

Patients  offered  treatment  

694 

83 

Equivalent  full  sessions:  For  treatment  ..  ..  ..  ..  304 

For  health  education 16 
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MIDWIFERY  AND  HOME  NURSING  SERVICE 

(Sections  23  and  25,  National  Health  Service  Act,  1946) 


1.  General 

(a)  Appointment  of  chief  nursing  officer 

The  opportunity  was  taken  during  the  year  to  look  again  at  the  need  to  appoint  a chief  nursing 
officer  who  would  be  responsible  to  the  County  Medical  Officer  for  the  administration  of  all  local 
authority  nursing  services,  which  appointment  was  advocated  in  1965  by  a sub-committee  of  the 
Central  Health  Services  Council’s  Standing  Nursing  Advisory  Committee,  supported  by  the  Ministry  of 
Health,  during  that  year  and  again  in  1968  following  publication  of  Report  No.  60  of  the  Prices  and 
Incomes  Board  on  the  pay  of  nurses  and  midwives  in  the  National  Health  Service. 

The  pattern  of  medical  care  has  altered  rapidly  during  the  past  twenty  years  and  this  has  necessi- 
tated changes  in  all  branches  of  the  local  authority  services  and  especially  in  the  nursing  services. 
Members  of  the  nursing  staff  have  had  to  adapt  themselves  to  the  problems  posed  by  earlier  discharge 
from  hospital  both  of  general  and  midwifery  cases,  the  diminution  in  the  amount  of  domiciliary  mid- 
wifery and  the  growing  needs  of  the  increasing  numbers  of  old  people  in  the  population.  Together  with 
these  factors,  the  liaison  and  attachment  of  nursing  and  health  visiting  staff  to  general  practices  is 
producing  a fundamental  change  in  the  content,  organisation  and  management  of  nursing  services. 
They  are  now  seen  not  as  separate  services  for  health  visiting,  midwifery  and  home  nursing  but  rather 
as  a community  nursing  team  and  there  is  need  for  unification  of  the  administrative  structure. 

It  was  considered  that  the  appointment  of  a chief  nursing  officer  would  encourage  the  co-ordination 
of  all  aspects  of  the  local  authority  nursing,  midwifery,  health  visiting  and  auxiliary  staff  so  as  to  make 
the  best  use  of  limited  resources.  It  was  agreed  that  a chief  nursing  officer  should  be  appointed  with 
effect  from  1st  April,  1969,  and  that  she  would  be  responsible  for  the  formulation  of  all  nursing  policy, 
including  manpower  and  training  policies,  for  nursing  liaison  with  the  hospital  and  general  practitioner 
services  and  would  also  have  particular  duties  in  the  field  of  operational  research. 


(b)  Staffing 

The  effects  of  the  improved  recruitment  trend  which  occurred  during  the  second  half  of  1966  and 
which  continued  during  1967  became  apparent  in  1968  when,  for  the  first  time  in  many  years,  it  was 
possible  to  fill  all  posts  on  the  approved  establishment.  Furthermore,  there  was  a higher  degree  of 
staffing  stability  and  the  decrease  in  the  number  of  staff  changes  resulted  in  the  administrative  super- 
visory staff  being  relieved  of  a lot  of  the  time-consuming  duties  which  have  to  be  undertaken  before 
posts  can  be  filled. 

Within  the  establishment  the  policy  was  extended  of  staff  being  engaged  solely  in  either  home 
nursing  or  midwifery  rather  than  undertaking  combined  duties.  There  was,  therefore,  a decrease  in  the 
number  of  staff  engaged  on  these  combined  duties  and  increases  in  the  number  of  full-time  midwives 
and  district  nurses.  These  increases  included  the  appointment  of  one  additional  male  nurse  and  one 
state  enrolled  nurse  who  are  engaged  wholly  on  general  nursing. 
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At  31st  December,  1968,  the  general  staffing  position  was: 


Full-time  posts 

Superintendent  Nursing  Officer  . . . . . . . . . . . . 1 

Deputy  Superintendent  Nursing  Officer  . . . . . . . . . . 1 

Assistant  Supervisors  of  Midwives  and  Home  Nurses  . . . . . . 2 

Superintendents  . . . . . . . . . . . . . . . . 2 

Assistant  Superintendent  . . . . . . . . . . . . . . 1 

District  nurse/midwife/health  visitor  . . . . . . . . . . 11 

Domiciliary  midwives  . . . . . . . . . . . . . . 22 

District  nurse/midwives  . . . . . . . . . . . . . . 71 

District  nurses  . . . . . . . . . . . . . . . . 46 

District  nurses  (male)  . . . . . . . . . . . . . . 9 

State  Enrolled  Nurses  . . . . . . . . . . . . . . 4 


Part-time  posts 

Domiciliary  midwives 
District  nurse/midwives 
District  nurses 
State  Enrolled  Nurses 


2 

5 

13 

2 


Of  the  28  resignations  received  from  members  of  the  staff  during  the  year  one  was  a retirement 
after  23  years  faithful  service  in  the  county,  eight  left  for  similar  posts  with  other  local  health  authorities, 
seven  were  due  to  domestic  reasons,  three  left  for  health  visitor  training  under  the  County  Council’s 
sponsorship  arrangements,  three  took  up  health  visiting  duties,  two  took  up  appointments  overseas, 
one  returned  to  her  home  in  Jamaica,  one  transferred  to  a post  with  the  Education  Committee,  one 
left  for  midwifery  training  and  the  other  left  to  take  up  an  administrative  post. 


(c)  General  Practitioners  Attachment 

Following  a successful  pilot  scheme  which  was  brought  into  operation  in  Bletchley  in  December 

1967,  all  general  medical  practitioners  practising  in  the  county  were  circulated  inviting  requests  for  the 
attachment  of  public  health  nurses  to  their  practices.  As  a result  of  these  invitations  applications  were 
received  from  22  group  medical  practices  whilst  many  others  expressed  interest.  By  the  end  of  December 

1968,  15  medical  practices  involving  51  doctors,  13  midwives,  6 district  nurse/midwives  and  18  district 
nursing  sisters  were  taking  part  in  the  attachment  scheme  whilst  arrangements  had  been  completed 
for  a further  three  teams  to  come  into  it  in  the  new  year. 

From  experience  gained  in  operating  the  attachment  scheme  there  is  no  doubt  that  it  is,  on  the 
whole,  liked  by  the  staff,  the  close  liaison  achieved  being  appreciated  by  both  the  general  practitioners 
and  the  nursing  staff.  The  services  of  the  nurses  are  being  used  more  fully  and,  in  order  to  develop  the 
services  further,  more  male  nurses,  state  enrolled  nurses  and  auxiliaries  will  be  required. 


2.  Statistics 

An  indication  of  the  work  carried  out  by  the  domiciliary  and  midwifery  staff  is  given  in  the 
following  summary  although  the  figures  do  not  include  educational  work  which  is  increasingly  being 
undertaken  by  midwives,  or  the  home  assessment  visits  which  they  carried  out. 

The  figures  relating  to  general  nursing  are  similarly  not  wholly  indicative  of  the  true  position  as 
they  include  only  visits  made  to  homes  of  patients  whereas,  under  the  arrangements  for  attachment  to 
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general  practices,  they  see  some  of  their  patients  at  the  doctor’s  surgery.  The  corresponding  figures  for 
1967  are  given  for  comparison. 


1968 

1967 

Cases 

Visits 

Cases 

Visits 

Midwifery 

Ante-natal 

22,024 

24,436 

Deliveries 

1,785 

25,584 

2,112 

31,830 

Hospital  discharges 

3,645 

26,052 

3,061 

22,377 

Post-natal 

292 

318 

Supervisory 

5,262 

5,433 

General  nursing 

Total  number  of  patients 

Of  the  above: 

11,022 

267,822 

9,805 

249,883 

Number  of  patients  65  years  of  age  and  over 

6,158 

176,263 

5,523 

160,109 

Number  of  patients  under  5 years  of  age  . . 

314 

2,096 

366 

2,681 

Total  number  of  visits  to  all  patients 

347,036 

334,277 

3.  Midwifery 

(a)  General 

The  number  of  women  delivered  in  the  county  during  1968  was  11,024,  which  is  the  highest  total 
ever  achieved,  and  733  more  than  the  total  for  1967. 

There  was  no  increase  in  the  number  of  hospital  maternity  beds  available  and,  in  the  circumstances, 
it  was  not  surprising  to  see  a considerable  increase  in  the  number  of  early  discharges  of  mothers 
confined  in  hospital.  The  “at  risk”  categories  used  in  the  selection  of  cases  for  hospital  confinement  as 
agreed  by  the  maternity  liaison  committees  number  47 ; it  follows  that  fewer  women  can  be  accepted  for 
home  confinement  and  this  is  shown  by  the  decrease  in  the  number  of  domiciliary  births  which  were 
327  less  than  in  1967. 

There  was  a corresponding  diminution  in  the  number  of  cases  where  analgesia  was  administered, 
in  the  number  of  infants  requiring  resuscitation,  and  in  the  calling  out  of  the  obstetric  emergency  service. 

Where  midwives  were  attached  to  group  practices  their  own  ante-natal  clinics  ceased  and,  instead, 
they  attended  clinics  held  at  doctors’  surgeries  where  both  doctor  and  midwife  were  able  to  examine  the 
expectant  mother,  confirm  findings,  and  exchange  observations. 

The  following  short  table  gives  an  indication  of  the  work  undertaken  by  midwives  during  the  year: 

Hospital  confinements  . . . . . . . . 8,893 

(of  these  117  were  delivered  by  domiciliary 
midwives  in  a general  practitioner  maternity 


unit) 

Private  nursing  homes  . . . . . . . . 347 

Domiciliary  deliveries  ..  ..  ..  ..  1,785 

Early  hospital  discharges  . . . . . . . . 3,645 

Analgesia  administered  to  mothers  delivered  at  home: 

Pethidine  or  Pethilorfam  . . . . . . . . 850 

Gas  and  oxygen  ..  ..  ..  ..  ..  1,222 

Trilene  . . . . . . . . . . . . 248 
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Number  of  infants  resuscitated  with  oxygen:  42. 

The  obstetric  emergency  service  was  called  out  on  27  occasions  from: 


Amersham  General  Hospital  . . . . . . 8 

Canadian  Red  Cross  Memorial  Hospital,  Taplow  8 
Royal  Bucks  Hospital,  Aylesbury  . . . . 5 

Upton  Hospital,  Slough  . . . . . . . . 5 

Barratt  Maternity  Hospital,  Northampton  . . 1 

The  emergencies  making  these  calls  necessary  were  due  to: 

Retained  placenta  . . . . . . . . . . 19 

Post-partum  haemorrhage  . . . . . . 3 

Obstetric  shock  . . . . . . . . . . 2 

Ante-partum  haemorrhage  . . . . . . 1 

Delayed  second  stage  of  labour  . . . . . . 1 

Premature  baby  . . . . . . . . . . 1 


(b)  Notification  by  midwives  of  their  intention  to  practise 

In  accordance  with  the  requirements  of  the  Midwives  Act,  1951  and  the  rules  of  the  Central 
Midwives  Board,  notifications  of  intention  to  practise  were  received  as  follows: 


Institutional 

Hospitals 

. . 

166 

Nursing  homes  . . 



7 

Total  . . 

173 

Domiciliary 

Employed  by  local  supervising  authority  . . . . . . 115 

Engaged  in  other  practice  (including  22  in  hospitals)  . . 43 


(c)  Liaison 

The  maternity  liaison  committees  met  on  two  occasions  during  the  year  in  Aylesbury  and  North- 
ampton when  items  discussed  included  the  Ministry  of  Health  memorandum  on  ante-natal  care;  “at 
risk”  categories;  prevention  of  rhesus  iso-immunisation;  family  planning;  perinatal  mortality;  post- 
mortem examinations  of  stillbirths  and  neo-natal  deaths;  confidential  enquiries  into  perinatal  deaths; 
general  practitioner  maternity  units;  bed  usage;  and  early  discharge. 

Confidential  enquiries  into  perinatal  deaths  were  made  in  24  instances  where  the  mother  was 
booked  for  home  delivery  or  where  the  domiciliary  midwife  was  in  attendance  at  any  time  during 
pregnancy,  labour  or  post-natally.  In  five  of  these  cases  the  women  were  unbooked  and  had  received 
no  ante-natal  care  whilst  two  were  booked  for  hospital  and  17  for  home  confinement. 

Of  those  booked  for  home  confinement,  five  were  transferred  to  hospital  bookings  during  preg- 
nancy and  seven  were  admitted  to  hospital  during  labour;  four  infants  died  at  home;  and  four  still- 
births occurred  at  home.  The  remaining  four  perinatal  deaths  occurred  in  hospital  after  admission  or 
(in  one  instance)  on  re-admission  following  early  discharge  home. 

The  contributory  cause  of  death  in  these  cases  was:  birth  injury  (10);  congenital  malformation  (5); 
placental  insufficiency  (4);  infection  (1);  prematurity  (1);  post-maturity  (1);  and  unknown  (2). 
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The  total  of  24  could  be  taken  to  represent  the  hard  core  of  perinatal  deaths  which,  within  present 
knowledge,  are  extremely  difficult  to  prevent.  There  was  no  evidence  to  suggest  that  any  of  the  17 
women  booked  for  home  confinement  had  been  wrongly  assessed. 

(d)  Midwifery  training — Part  II 

Domiciliary  experience  was  provided  for  43  student  midwives  from  Amersham  General  Hospital, 
the  Shrubbery  Maternity  Home,  Upton  Hospital,  Slough,  and  the  Churchill  Hospital,  Oxford. 

Discussions  took  place  concerning  the  approval  of  the  maternity  unit  at  the  Royal  Bucks  Hospital 
by  the  Central  Midwives  Board  for  Part  II  midwifery  training  there  in  which  the  County  Council,  as 
the  local  supervising  authority,  would  participate.  Domiciliary  midwives  employed  by  the  County 
Council  already  provide  experience  for  the  obstetric  course  which  commenced  early  in  1968  and  which 
is  taken  by  student  nurses  in  the  Royal  Buckinghamshire  group  of  hospitals. 

The  decrease  in  the  number  of  home  confinements  in  training  areas  presents  a problem  in  pro- 
viding adequate  experience  for  student  midwives,  each  one  of  whom  is  required  to  attend  a minimum 
of  ten  home  deliveries.  In  this  connection,  the  Central  Midwives  Board  indicated  during  the  year  under 
review  that  schemes  for  the  training  of  pupil  midwives  would  be  approved  where  the  pupil  would  be  re- 
quired to  attend  only  six  home  confinements  if,  during  her  three  months’  domiciliary  experience,  she  is 
given  a good  insight  into  local  health  authority  work  and  community  care  as  a whole.  An  appropriate 
scheme  was  drawn  up  in  conjunction  with  those  training  schools  with  which  this  authority  is  affiliated 
and  submitted  to  the  Board  for  approval. 

The  student  midwife  learns  in  her  district  training  to  work  with  general  medical  practitioners  both 
in  the  patient’s  home  and  in  the  surgery  and  in  group  attachment  meets  the  health  visitor  and  district 
nursing  sister.  In  this  way  the  team  approach  is  fostered  early  in  her  experience. 


4.  District  nursing 

(a)  General 

The  total  number  of  patients  nursed  at  home  during  1968  was  1 1,302  of  whom  6,158  were  persons 
over  65  years  of  age,  314  children  under  five  and  4,830  between  these  two  major  groups. 

Visits  to  patients  totalled  267,822,  which  was  an  increase  of  17,939  over  the  total  for  1967.  The 
percentage  of  the  total  visits  which  were  made  to  the  age  groups  was: 


66% 

0.7% 

33.3% 


Over  65  years 
Under  5 years 
Other  ages  . . 


The  percentage  of  total  visits  made  to  the  elderly  and  young  children  appears  to  remain  steady. 
There  is,  however,  a growing  interest  on  the  part  of  the  consultants  and  hospital  authorities  in  the  early 
discharge  of  patients  after  minor  surgery  and  it  would  seem  reasonable  to  expect  an  increase  in  the 
attendances  of  district  nursing  sisters  on  persons  in  the  age  groups  between  the  two  extremes. 

The  results  of  a survey  designed  to  find  out  whether  the  contribution  of  the  district  nursing  service 
to  the  care  of  discharged  hospital  in-patients  or  to  current  out-patients  could  be  increased  were 
published  during  1968.  The  research  findings  confirmed  two  hypotheses: 

(a)  Patients  are  discharged  without  having  the  full  domiciliary  facilities  made  available  for  them. 

(b)  Patients  are  requested  to  attend  hospital  as  out-patients  for  treatment  which  could  be  given 
in  their  own  homes. 

The  possibilities  of  improvement  in  this  sphere  are  both  challenging  and  unlimited,  the  greatest 
factor  being  closer  links  between  hospitals  and  local  health  and  welfare  community  services. 
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Regardless  of  any  administrative  changes  which  may  be  brought  about  in  the  health  services,  the 
standard  of  care  lies,  as  always,  in  the  personal  effort  of  each  member  of  each  service.  Every  effort 
should  be  made  to  ensure  that  hospital  and  community  staff  meet  officially  and  informally  as  often  as 
possible.  Such  personal  contact  would  do  much  to  increase  mutual  understanding  of  each  other’s  role 
and  problems  and  would  encourage  the  team  approach  to  patient  care  which  is  vital  to  an  effective 
service. 

Arrangements  are  being  made  for  district  nursing  sisters  in  the  county  to  visit  local  hospitals  to 
observe  current  hospital  practice  and  for  hospital  ward  sisters  to  be  offered  reciprocal  arrangements 
to  pay  visits  in  the  community. 

(b)  Marie  Curie  day  and  night  nursing  service 

There  was  a decrease  in  the  number  of  patients  using  this  service  during  the  year,  the  total  of  38 
patients  being  22  less  than  that  for  1967. 

The  total  expenditure  incurred  was  £1,977  5s.  3d.  towards  which  the  County  Council  made  a 
grant  for  the  year  of  £600.  At  the  end  of  the  year  there  were  30  nurses  on  the  register. 


5.  Post  certificate  education 

(a)  District  nurse  training 

The  twelve  students  who  commenced  district  nurse  training  during  1968  were  all  successful  in 
passing  the  qualifying  examination;  six  of  these  students  trained  under  the  arrangements  previously  in 
operation  and,  in  this  connection,  the  last  examination  to  qualify  for  enrolment  with  the  Queen’s 
Institute  of  District  Nursing  was  held  in  May  1968.  The  other  six  students  trained  under  the  new  national 
arrangements. 

Practical  work  instructors  were  prepared  for  the  training  of  these  students  in  fieldwork;  a study 
day  was  held,  followed  by  attendance  at  courses  arranged  by  the  Queen’s  Institute  in  London  and  at  the 
William  Rathbone  Staff  College  in  Liverpool.  Practical  teaching  of  district  nurse  students,  the  principles 
of  teaching  nursing  care,  student  counselling,  health  education,  district  management  and  student 
assessment  were  matters  discussed  at  the  courses. 

(b)  Further  education 

In  accordance  with  the  rules  of  the  Central  Midwives  Board  twenty  midwives  attended  refresher 
courses  in  Oxford  and  Southampton  arranged  by  the  Royal  College  of  Midwives;  in  Hull,  Bradford 
and  Cardiff,  organised  by  local  health  authorities  and  at  a course  in  Oxford  by  arrangement  with  the 
Oxford  Regional  Hospital  Board. 

Other  refresher  courses  attended  by  midwifery  or  home  nursing  staff  during  the  year  included: 

Courses  on  district  nurse  training  arranged  by  the  Queen’s  Institute  of  District  Nursing,  when  8 
district  nursing  sisters  attended — 4 on  each  occasion  at  London  and  Sheffield.  One  state 
enrolled  nurse  attended  a course  in  Liverpool. 

A middle  management  course  held  in  Crawley  was  attended  by  the  Deputy  Superintendent 
Nursing  Officer,  whilst  two  assistant  supervisors  of  midwives  and  home  nurses  attended  a 
statutory  course  for  supervisors  of  midwives. 

Midwives  and  health  visitors  attended  two-day  courses  on  modern  development  in  education  for 
child  bearing,  including  prophylaxis.  Seven  of  these  courses  were  held  in  Aylesbury  and  were 
attended  by  200  members  of  the  staff. 
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HEALTH  VISITING 


(Section  24,  National  Health  Service  Act,  1946) 


1.  General 

Detailed  reference  was  made  in  the  report  for  1967  regarding  the  under-staffing  of  this  service 
and  to  the  steps  taken  towards  the  bringing  of  the  staffing  position  more  into  line  with  the  national  level. 

It  is  pleasing  to  be  able  to  report  that  there  was  an  improvement  in  the  staffing  position  during 
1968,  when  24  full-time  and  7 part-time  health  visitors  were  appointed.  On  the  debit  side  9 full-time 
and  4 part-time  health  visitors  resigned  their  appointments.  Overall  the  improvement  at  the  end  of  the 
year  was  15  full-time  and  3 part-time  posts.  In  addition,  20  health  visitor  students  and  one  male  health 
visiting  officer  were  undertaking  training  at  the  end  of  the  year  under  the  County  Council’s  arrange- 
ments for  sponsorship. 

It  was  possible  to  strengthen  the  staffing  structure  of  this  service  further  by  the  creation  of  separate 
posts  of  deputy  superintendent  health  visitor  and  area  superintendent  health  visitor  (Aylesbury  area), 
these  two  posts  having  previously  been  combined.  Deputy  area  superintendent  health  visitors  were 
appointed  for  the  North  Bucks  and  Aylesbury  health  areas,  thus  conforming  to  the  staffing  structure 
in  the  Wycombe  and  South  Bucks  areas. 

Considerable  progress  was  made  in  the  implementation  of  the  recommendations  adopted 
following  the  review  of  the  service,  with  the  exception  of  that  concerning  assistance  to  health  visitors  in 


finding  suitable  housing  accommodation. 

The  staffing  position  at  the  end  of  the  year  was  as  follows: 

Superintendent  health  visitor  . . . . . . . . . . . . . . 1 

Deputy  superintendent  health  visitor  . . . . . . . . . . . . 1 

Area  superintendent  health  visitors  . . . . . . . . . . . . 4 

Deputy  area  superintendent  health  visitors  . . . . . . . . . . 4 

Full-time  health  visitors  ..  ..  ..  ..  ..  ..  .-.  74 

Part-time  health  visitors  (equivalent  to  10.6  full-time)  . . . . . . 23 

District  nurse/midwife/health  visitors  (equivalent  to  3 full-time)  . . . . 9 

Full-time  tuberculosis  visitor  . . . . . . . . . . . . . . 1 

Full-time  health  assistants  . . . . . . . . . . . . . . 9 

Part-time  health  assistants  32 


2.  Statistics 

The  table  which  follows  gives  an  indication  of  the  work  carried  out  by  the  health  visitors  during 
1968,  the  corresponding  figures  for  1967  being  shown  in  parentheses: 

People  visited  for  first  time  during  1968 


Expectant  mothers 

3,212 

(4,173) 

Children  under  five  years 

Children  born  in  1968 

10,820 

(10,252) 

Children  born  in  1967 

9,368 

(9,257) 

Children  born  in  1963-1966  . . 

15,575 

(17,768) 
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Care  of  the  aged 

Persons  aged  65  or  over 

Number  visited  at  request  of  general 

practitioner  or 

2,810 

(2,366) 

hospital 



1,256 

(920) 

Mental  health 

Mentally  disordered  persons 

Number  of  these  visited  at  special  request  of  general 

376 

(205) 

practitioner  or  hospital 



126 

(89) 

Infectious  diseases 

Tuberculous  households  visited 

Number  of  households  visited  on  account  of  other  infec- 

323 

(347) 

tious  diseases 

37 

(70) 

Immigrants 

Numbers  visited 



535 

(385) 

All  others 



4,883 

(5,618) 

Total  visits 

Children  under  5 years  of  age 

. . . . • • 

106,966 

(96,971) 

A15  other  visits 



28,254 

(28,000) 

Other  work 

School  health  service 

Sessions 

• . . . • . 

428 

(663) 

Pupils’  homes  visited 



3,325 

(2,261) 

Detection  of  deafness 

Screening  tests 

(a)  performed 

. . 

1,022^1 

> (536) 

(b)  assisted 

. . 

772  j 

Audiometry  tests 



433 

(362) 

Hospital  liaison 

Maternity 

263 

(240) 

Paediatric 

101 

(134) 

Chest 

212 

(267) 

Diabetic 

53 

(17) 

Geriatric 

53 

(62) 

Other  . . 

94 

(57) 

G.P.  liaison 

Consultations  at  surgery 

. . 

3,313 

(2,256) 

Other  sessional  work 



451 

(381) 

Regular  appointments 

Child  health  clinics 

4,511 

(4,305) 

Mothers’  clubs 

442 

(379) 

Group  teaching 

2,128 

(1,363) 

Chest  clinics  . . 

73 

(223) 
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3.  Liaison 

In  accordance  with  the  policy  of  extending  wherever  possible  useful  links  with  hospital  staffs  and 
with  general  medical  practitioners,  regular  conferences  were  held  at  the  geriatric  units  of  the  Amersham 
General  and  Stoke  Mandeville  Hospitals.  At  these  meetings  with  the  consultant  physician  in  geriatrics 
and  others  in  the  hospital  team,  plans  are  made  prior  to  discharge  for  the  care  and  supervision  of 
patients  when  they  return  home.  Regular  visits  were  paid  by  health  visitors  to  the  chest  clinics  at 
Aylesbury,  Bletchley,  Buckingham,  Wolverton  and  High  Wycombe,  whilst  the  only  tuberculosis  health 
visitor  on  the  staff  and  who  is  based  on  Slough  visited  the  Canadian  Red  Cross  Hospital,  Taplow,  each 
week  with  the  chest  physician  and  a medical  social  worker. 

Health  visitors  continued  to  attend  the  diabetic  clinic  held  each  week  in  Aylesbury  and  they  also 
maintained  their  good  relationship  with  the  staff  of  the  general  practitioner  maternity  unit  at  Bletchley. 

4.  General  medical  practices — attachment 

Considerable  progress  was  made  during  the  year  in  extending  the  full  attachment  scheme 
instituted  in  1961  whereby  health  visitors  operating  within  geographical  areas  worked  in  liaison  with 
medical  practices. 

By  the  end  of  the  year  51  health  visitors  (42  full-time  and  9 part-time)  were  working  in  attachment 
with  1 12  general  medical  practitioners  in  40  practices.  In  September  full  attachment  of  health  visitors 
in  the  Aylesbury  area  was  commenced.  In  the  North  Bucks  area  the  team  approach  involving  the 
attachment  of  district  nurses,  midwives  and  health  visitors  which  was  brought  into  operation  in 
Bletchley  in  December  1967  was  developed,  found  to  be  successful  and  extended  to  Newport  Pagnell 
in  December  1968. 

Attachments  started  in  the  South  Bucks  area  in  October  and,  by  the  end  of  the  year,  health  visitors 
were  working  with  6 practices  run  by  20  general  medical  practitioners.  In  the  Wycombe  area  liaison 
with  medical  practices  was  extended  to  attachment  in  Chesham  and  Marlow,  whilst  attachment  was 
commenced  in  High  Wycombe. 


5.  Immigrants 

Health  visitors  and  other  staff,  particularly  those  working  in  Slough  and  High  Wycombe,  again 
assisted  in  the  general  welfare  of  the  relatively  high  number  of  immigrants  in  those  areas.  Some  of 
these  immigrants  have  problems,  including  cultural  differences,  dietary  and  housing  difficulties  and 
lack  of  understanding  of  the  health  and  welfare  services  available  to  them,  these  problems  being 
magnified  by  difficulties  in  communication.  Whilst  the  work  of  the  interpreter  in  Slough  was  invaluable, 
increasing  the  capacity  of  the  health  visitor  to  give  her  professional  help,  it  could  not  be  expected  to 
meet  the  whole  need.  Some  health  visitors  are  studying  Urdu  at  evening  classes,  whilst  others  attended 
a weekend  course  on  the  “Problems  of  the  immigrants”. 

There  is  a need  for  more  interpreters  to  further  the  availability  of  health  and  welfare  services  to 
immigrant  families  and  to  assist  their  integration  into  the  community. 


6.  Professional  education 

Health  visitors  were  encouraged  to  keep  abreast  of  developments  in  their  profession  and  they  were 
given  the  opportunity  of  attending  one  of  the  two-day  in-service  training  courses  held  at  Missenden 
Abbey,  the  first  dealing  with  “Child  welfare  centres — the  future”;  the  second  covering  “Health  educa- 
tion and  the  approach  to  special  groups”.  The  first  course  was  preceded  by  a lecture  for  all  staff  by 
Sir  Wilfred  Sheldon  on  the  findings  of  his  Committee;  the  second  course  was  of  interest  because  of  the 
development  of  group  teaching  by  health  visitors. 
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Three  Deputy  Area  Superintendents  attended  a course  in  administration;  four  health  visitors 
started  a first  line  management  course  with  a view  to  appointment  as  group  advisers;  three  were 
undertaking  training  as  fieldwork  instructors;  and  60  health  visitors  and  health  assistants  were  trained 
to  carry  out  screening  tests  of  hearing  in  babies  and  children  under  five  years  of  age. 

Health  visitors,  together  with  domiciliary  midwives,  attended  two-day  courses  taken  by  Mrs. 
Eileen  Montgomery  on  “Modern  development  in  education  for  child-bearing  including  psycho- 
prophylaxis”. 


7.  Lectures  and  study  facilities 

Lectures,  visits  of  observation  and  discussion  groups  were  arranged  for  student  nurses  and  pupil 
midwives. 

Members  of  the  administrative  health  visiting  staff  lectured  to  health  visitor  students  at  Chiswick 
Polytechnic,  contributed  to  courses  for  playgroup  leaders,  and  gave  a lecture  to  the  Institute  of  Child 
Delinquency  at  Caxton  Hall,  London,  on  “The  child  in  the  home”. 

8.  Assistance  for  health  visitors 

The  policy  continued  of  employing  health  service  assistants  to  relieve  health  visitors  of  as  much  of 
the  routine  aspect  of  their  work  as  possible;  however,  it  was  not  possible,  because  of  restrictions  on 
expenditure,  to  provide  all  the  clerical  assistance  which  the  health  visitors  required. 
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AMBULANCE  SERVICE 


(Section  27,  National  Health  Service  Act,  1946) 

1.  General 

During  the  year  ambulance  vehicles  travelled  a total  of  1,884,552  miles  whilst  carrying  248,742 
patients,  these  figures  being  respectively  65,554  and  14,794  greater  than  in  the  previous  year. 

These  figures  suggest  an  increased  demand  for  the  service  during  the  year  but  if  they  are  looked 
at  a little  more  closely  they  appear  to  indicate  rather  a continuation  of  the  same  level  of  demand  as 
that  shown  during  1967,  and  arising  from  the  trend  towards  treatment  of  patients  at  out-patient  clinics, 
the  development  of  day  hospitals  for  the  elderly,  and  the  increased  use  of  transport  in  the  field  of  mental 
health.  To  illustrate  this  point,  during  1967,  when  the  estimated  population  of  the  county  was  552,470, 
a total  of  233,918  patients  were  carried  in  ambulance  vehicles;  in  other  words,  a total  number  of 
patients  representing  42%  of  the  population  used  ambulance  transport.  In  1968  when  the  estimated 
population  of  the  county  has  risen  to  568,110,  248,712  patients  needed  ambulance  transport.  This  total 
also  represented  42%  of  the  total  population. 

It  is  of  interest  to  see  from  the  graphs  which  follow  that  the  continuation  of  demand  was  accom- 
panied by  a reduction  in  miles  travelled  per  ambulance  patient,  the  figures  for  1968  being  7.57,  compared 
with  7.78  for  the  previous  year.  Credit  for  this  new  low  figure  must  again  be  given  to  the  operational 
control  staff  for  their  expert  planning  of  journeys  and  their  full  use  of  the  radio  equipment  in  the 
vehicles. 


2.  Staffing  and  training 

There  was  an  improvement  in  the  staffing  position  during  1968;  at  the  end  of  1967  there  were  21 
posts  to  which  it  had  not  been  possible  to  attract  recruits;  one  year  later  the  unfilled  posts  had  been 
reduced  to  eight. 

The  post  of  Assistant  County  Ambulance  Officer  (training),  approved  following  the  review  of  the 
service  in  1967,  was  filled  during  the  year  by  the  appointment  of  Mr.  W.  H.  Benson  who  had  previously 
held  the  post  of  Superintendent  of  the  Aylesbury  Ambulance  Station.  Mr.  D.  C.  Rayner  was  appointed 
to  the  resulting  vacancy  of  Station  Superintendent. 

Mr.  A.  V.  Cameron,  Assistant  County  Ambulance  Officer,  retired  from  the  service  during  1968 
and  he  took  with  him  the  best  wishes  of  his  colleagues  for  a long  and  happy  retirement.  Mr.  E.  E.  Bacon 
was  appointed  to  the  vacancy  created  by  Mr.  Cameron’s  retirement. 

Difficulty  was  again  experienced  in  the  recruitment  of  operational  staff  for  the  sub-station  at 
Chalfont  St.  Peter  and,  as  a result,  it  was  not  possible  for  it  to  become  fully  operational. 

3.  Training  - 

Of  the  staff  in  post,  175  were  at  the  end  of  the  year  qualified  whilst  the  other  6 were  undergoing 
training. 

Following  the  appointment  of  the  Assistant  County  Ambulance  Officer  (training)  a series  of 
courses  of  training  were  commenced  in  November.  Each  course  is  of  four  days’  duration  and  designed 
for  those  members  of  the  operational  staff,  with  the  least  service.  The  courses  are  based  on  the  “Report 
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of  the  Working  Party  on  Ambulance  Training  and  Equipment  Part  I — Local  Training”  and  they  include 
certain  specialist  medical  and  para-medical  subjects.  Out  of  a total  of  29  lectures,  11  are  given  by 
specialist  speakers  in  their  particular  subjects. 

Following  the  Report  of  the  Working  Party,  selected  local  authorities  have  been  undertaking 
experimental  courses  for  the  training  of  their  own  and  other  ambulance  staff.  No  decision  has  been 
reached  as  to  when  this  form  of  training  will  supersede  the  present  arrangements  for  training  locally. 

It  is  envisaged  that,  so  far  as  the  training  of  county  staff  is  concerned,  the  voluntary  aid  societies 
will  be  associated  with  basic  first  aid  training  for  at  least  the  next  two  years,  by  the  end  of  which 
period  a pattern  of  ambulance  training  on  a national  scale  may  well  have  emerged. 

4.  Vehicles 

In  accordance  with  the  policy  of  replacement  adopted  following  the  review  of  the  service,  four 
ambulance  vehicles  were  replaced  leaving  the  overall  vehicle  strength  at  73.  The  average  annual  mileage 
covered  by  each  vehicle  in  the  fleet  was  25,816. 

The  full  benefit  of  the  replacement  programme  whereby  vehicles  are  replaced  after  five  years  or 
on  completion  of  150,000  miles,  whichever  comes  first,  will  not  be  felt  for  several  years  and,  as  a result, 
the  overall  vehicle  condition  is  still  unsatisfactory. 

5.  Car  service — voluntary  aid 

In  an  attempt  to  provide  greater  flexibility,  whilst  at  the  same  time  economising  in  the  use  of 
ambulance  transport,  arrangements  were  made  for  the  introduction  in  August  of  an  ambulance  car 
service.  It  was  possible  to  introduce  this  service  only  on  a limited  basis,  with  two  drivers  operating  in 
the  Aylesbury  area  and  another  in  the  High  Wycombe/Beaconsfield  area.  By  the  end  of  the  year  these 
cars  had  carried  176  patients  and,  in  doing  so,  travelled  a total  of  4,462  miles. 

The  services,  including  the  provision  of  courses  of  instruction,  assistance  at  ambulance  stations 
and  the  provision  of  escorts,  given  by  members  of  the  St.  John  Ambulance  Brigade  and  the  British 
Red  Cross  Society,  were  a great  help  to  all  concerned  and  grateful  thanks  are  extended  for  yet  another 
year’s  good  work. 


6.  Premises 

An  ambulance  sub-station,  adapted  from  premises  adjoining  the  Maids  Moreton  Hall  County 
Welfare  Home,  was  opened  during  the  early  spring  although  initial  difficulty  in  recruiting  staff  made  it 
impossible  for  it  to  become  fully  operational  until  October. 


7.  Major  incident  plan 

Research  was  undertaken  during  the  year  in  order  to  prepare  a comprehensive  plan  for  dealing 
with  any  major  incident  that  may  occur  in  the  county. 

Adjoining  local  health  authorities  were  consulted  as  were  those  hospitals  within  or  adjacent  to 
the  county.  Discussions  also  took  place  with  the  Thames  Valley  Police  Authority,  Princess  Mary’s 
R.A.F.  Hospital,  Halton,  the  St.  John  Ambulance  Brigade,  the  British  Red  Cross  Society  and  the 
County  Fire  Service. 

By  December  it  was  possible  to  send  copies  of  draft  standing  orders  relating  to  the  new  plan  to  all 
interested  bodies,  inviting  their  comments  on  the  document.  In  the  light  of  comments  received  the 
necessary  amendments  were  noted  and  it  is  hoped  that  the  major  incident  plan  will  be  published  in  its 
final  form  in  1969. 
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8.  Safe  driving 

A total  of  140  driver/attendants  were  eligible  for  the  annual  safe  driving  competition  organised  by 
the  Royal  Society  for  the  Prevention  of  Accidents  and,  of  that  total,  1 1 1 gained  awards  for  a year  of 
accident-free  driving. 


9.  Air  travel 

There  was  a reduction  in  the  number  of  patients  for  whom  air  transport  was  considered  necessary, 
the  total  of  six  being  11  less  than  the  figure  for  1967. 

10.  Ambulance  and  first  aid  services  in  war 

As  requested  by  the  then  Minister  of  Health  in  circulars  13/67  and  14/67,  arrangements  were  put 
in  hand  with  a view  to  the  formation  of  an  ambulance  service  to  assist  the  peace-time  ambulance 
service  in  the  event  of  war  and  for  the  preparation  of  plans,  including  the  appointment  and  training  of 
first  aid  staff  officers  and  of  casualty  sorters. 

Because  of  the  need  to  restrict  expenditure  in  the  public  sector  the  Government  decided  that 
various  organisations,  including  the  ambulance  reserve  and  the  first  aid  services  in  war,  should  be 
suspended,  on  the  understanding  that  the  formulation  of  plans  to  meet  the  requirements  for  first  aid 
in  time  of  war  should  be  completed.  At  the  end  of  the  year  meetings  had  been  held  with  representatives 
of  the  St.  John  Ambulance  Brigade  and  the  British  Red  Cross  Society  and  a draft  plan  has  been  drawn 
up  to  meet  the  particular  need. 
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HOME  HELP  SERVICE 


(Section  29,  National  Health  Service  Act,  1946) 


1.  General 


The  overall  demand  for  the  provision  of  home  help  in  1968,  with  one  exception,  followed  closely 
the  trend  of  recent  years,  the  total  of  3,093  households  helped  being  177  more  than  the  total  for  1967. 
The  categories  of  patients  helped  are  given  in  the  following  table: 


Type  of  case 

(i)  Elderly  (aged  65  or  over) 

(ii)  Chronic  sick 

(iii)  Maternity 

(iv)  Mentally  disordered 

(v)  Others 


Total 


Number  of  cases 
1968  1967 


2,072 

(67%) 

1,953 

(67%) 

245 

(8%) 

201 

(7%) 

339 

(11%) 

357 

(12%) 

31 

(1  %) 

23 

(1%) 

406 

(13%) 

382 

(13%) 

3,093 

(100%) 

2,916 

(100%) 

The  exception  to  the  normal  trend  was  a drop  of  7,386  in  the  number  of  hours  of  help  given;  the 
total  for  1968  being  258,774  compared  with  266,160  for  the  previous  year. 

The  increase  in  the  number  of  households  helped  suggests  that  there  should  have  been  a corres- 
ponding increase  in  the  total  of  hours  of  help  provided.  However,  two  specific  factors  led  to  the  reduc- 
tion; in  the  first  place  a review  of  the  need  of  a number  of  households  indicated  that  it  would  be 
beneficial  to  the  persons  concerned  if  they  could  be  encouraged  to  maintain  a greater  degree  of 
independence,  and  this  was  achieved  by  a gradual  reduction  in  the  number  of  hours  of  home  help 
provided  for  them ; secondly,  recruitment  in  the  Wycombe  health  area  and  particularly  in  High  Wycombe 
itself  did  not  come  up  to  expectations  with  the  result  that  some  households  in  that  area  were  able  to 
have  only  the  absolute  minimum  of  help. 


2.  Administration 

The  arrangements  for  the  decentralisation  of  this  service  continued  during  the  year,  the  four  area 
medical  officers  being  responsible  for  the  day-to-day  running  of  the  service.  They  were  assisted  by 
area  home  help  organisers  and  assistant  organisers,  the  county  home  help  organiser  supervising  the 
service  as  a whole  and  advising  on  matters  of  policy  generally. 

The  four  health  areas,  the  districts  they  cover  and  the  office  addresses  and  telephones  of  the  area 
organisers  are  as  follows : 

North  Bucks  — Municipal  Borough  of  Buckingham,  Urban  Districts  of  Bletchley,  Newport 
Pagnell  and  Wolverton  and  the  Rural  Districts  of  Buckingham,  Newport 
Pagnell  and  Winslow. 

Office:  224  Queensway,  Bletchley. 

Tel.  No.:  Bletchley  4701. 
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Aylesbury 


Wycombe 


South  Bucks  — 


Municipal  Borough  of  Aylesbury  and  the  Aylesbury  and  Wing  Rural  Districts. 
Office : Old  County  Offices,  Aylesbury. 

Tel.  No. : Aylesbury  5000. 


Municipal  Borough  of  High  Wycombe,  Urban  Districts  of  Beaconsfield, 
Chesham  and  Marlow  and  the  Amersham  and  Wycombe  Rural  Districts. 
Office : Municipal  Health  Centre,  High  Wycombe. 

Tel.  No.:  High  Wycombe  24031. 


Municipal  Borough  of  Slough,  Urban  District  of  Eton  and  the  Eton  Rural 
District. 

Office:  Area  Health  Office,  9 Bath  Road,  Slough. 

Tel.  No.:  Slough  23881. 


There  were  a number  of  staff  changes  during  the  year;  Mrs.  H.  R.  L.  Sephton,  area  organiser  for 
the  North  Bucks  health  area  retired  after  eighteen  years’  loyal  service.  Mrs.  M.  A.  Payne,  area  organiser 
for  the  Wycombe  health  area,  unfortunately  found  it  necessary  to  retire  because  of  ill-health.  They 
took  with  them  best  wishes  for  long  and  happy  retirements.  Mrs.  G.  Hayward  and  Mrs.  A.  Kay  were 
appointed  to  the  vacant  posts.  One  assistant  resigned  during  the  year,  and  two  new  assistant  organisers 
were  appointed. 

Stability  in  the  organising  staff  position  has  been  a feature  of  the  home  help  service  for  many  years; 
this  stability  has  been  particularly  welcome  since  the  provision  of  help  in  the  homes  of  those  requiring 
assistance  is  a personal  service;  every  household  requiring  help  presents  an  entirely  separate  and  often- 
changing  problem  and  only  by  regular  visiting  over  a considerable  period  of  time  can  the  organiser 
best  know  how  to  meet  that  problem. 


3.  Recruitment  of  home  helps 

With  the  exception  of  the  Wycombe  health  area,  recruitment  during  the  year  was  fairly  satisfactory. 

The  provision  of  home  help  to  households  in  remote  areas  again  created  problems  for  the 
organisers;  public  transport  was  not  always  available  and  it  is  hoped  that  more  women  who  are 
car-drivers  can  be  attracted  to  the  service  so  that  households  without  an  adequate  public  transport 
service  in  their  vicinity  can  be  provided  with  help. 

A project  of  considerable  interest  to  the  elderly  was  commenced  in  two  secondary  modern  schools 
in  the  High  Wycombe  area.  Senior  girls  attending  the  schools  were  encouraged  to  give  two  hours’ 
service  each  week  to  the  old  and  sick.  The  area  home  help  organiser  and  her  assistants  co-operated 
with  the  staff  of  the  schools  by  placing  the  girls  in  suitable  homes  where  they  undertook  shopping, 
collection  of  library  books  and  other  light  duties.  The  main  aim  of  this  project  was  to  establish  better 
liaison  between  the  young  and  the  old;  the  practical  help  given  to  the  old  and  sick  proved  of  great 
value  and  particularly  so  to  the  housebound  and  to  those  old  people  with  no  relatives  living  nearby. 

The  area  home  help  organiser  and  assistants  found  these  additional  duties  well  worthwhile  and 
they  appreciated  the  help  given  so  willingly  by  the  school  staffs. 

4.  Block  allocation  of  help 

This  scheme,  introduced  as  an  experiment  in  1967,  continued  to  work  well  during  1968.  Particular 
benefit  accrued  from  it  during  the  winter  months.  It  is  hoped  that  the  scheme  can  be  extended  to 
provide  block  help  in  the  self-contained  flatlets  maintained  by  County  District  Councils. 

Experience  gained  from  this  experiment  makes  it  clear  that,  in  order  to  ensure  success,  the  organiser 
must  keep  in  constant  touch  with  the  home  help  covering  the  block  allocation,  since  the  situation  can 
change  suddenly. 


48 


5.  Good  neighbour  scheme 

It  was  somewhat  surprising  to  find  that  the  overall  demand  for  help  under  this  scheme  which  has 
been  in  existence  for  fourteen  years,  fell  during  1968  when  a total  of  164  cases  received  assistance 
compared  with  176  cases  in  the  previous  year.  It  seems,  however,  that  the  reduction  was  mainly  due  to 
the  admission  of  several  old  people  to  county  welfare  homes  when  it  was  found  that  they  could  no 
longer  be  maintained  in  the  community  despite  help  from  the  good  neighbours,  home  nurses,  social 
workers  and  others. 

There  appears  little  doubt,  however,  that  in  each  case  the  old  folks  had  been  able  to  remain  in  their 
own  homes  much  longer  than  would  have  been  possible  had  the  services  of  the  good  neighbours  not 
been  available. 


6.  Training 

In  the  spring,  introductory  and  advanced  courses,  each  of  two  days’  duration,  were  held  in  three 
of  the  four  health  areas ; the  courses  were  well  attended  and  proved  of  immense  value  to  the  home  helps. 
Official  badges  were  presented  after  each  course  to  those  home  helps  who  had  attended. 

Subjects  covered  by  these  training  courses  included  the  use  of  North  Sea  gas,  how  to  deal  with  an 
emergency,  how  the  home  help  can  assist  nursing  staff,  health  education  and  new  services  provided  by 
the  Department. 

In  addition  to  these  two-day  courses,  four  half-day  in-service  training  courses  were  held  in  the 
South  Bucks  health  area. 

Preliminary  thought  was  being  given  at  the  end  of  the  year  to  the  possible  introduction  of  a scheme 
for  training  home  help  cadets,  recruits  being  drawn  from  school-leavers.  It  is  hoped  that  the  scheme 
will  get  under  way  towards  the  end  of  1969. 

During  the  year  two  home  help  organisers  attended  the  weekend  school  organised  by  the  Institute 
of  Home  Help  Organisers  and  which  was  held  at  the  Frobel  Institute,  London. 

The  County  Home  Help  Organiser  gave  a number  of  talks  to  various  organisations  about  the 
home  help  and  the  good  neighbour  services. 
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PREVENTION  OF  ILLNESS  ETC 


(Section  28,  National  Health  Service  Act,  1946) 


1.  General 


This  section  of  the  Act  gives  wide  permissive  powers  to  local  health  authorities  to  provide  a variety 
of  services,  most  of  which  are  described  elsewhere  in  this  report.  A brief  description  follows  of  those 
services  to  which  such  reference  is  not  made. 

2.  Chiropody 

There  are  few  minor  complaints  that  cause  more  discomfort  and  pain  than  corns,  and  the  relief 
of  this  pain,  together  with  preventing  recurrence,  is  part  of  a chiropodist’s  work.  However,  the  scope 
of  chiropody  is  far  wider  than  the  treatment  of  corns  and  callus.  Chiropodial  treatment  can  plan  a 
major  role  in  maintaining  and  often  improving  the  mobility  of  many  patients,  particularly  the  elderly 
or  handicapped;  in  the  care  of  the  diabetic’s  foot  with  all  its  attendant  problems;  and  in  the  prevention 
of  acquired  deformities  arising  through  misuse  of  the  feet  and  the  wearing  of  unsuitable  footwear. 
More  and  more  people  are  becoming  aware  of  these  facts.  With  this  in  mind  it  is  understandable  that 
the  demands  on  the  chiropody  service  continue  to  increase.  However,  limitations  had  to  be  maintained 
due  to  the  present  financial  restrictions  and,  in  the  circumstances,  only  a limited  expansion  of  the  service 
was  possible  during  1968,  3,109  more  treatments  being  undertaken  than  in  1967. 

Treatment  continued  to  be  available,  free  of  charge,  to  those  persons  of  pensionable  age  in  receipt 
of  a supplementary  allowance  from  the  Department  of  Health  and  Social  Security;  to  those  who  are 
physically  or  mentally  handicapped;  diabetics;  to  registered  blind  or  partially-sighted  persons;  and  to 
expectant  and  nursing  mothers.  The  majority  of  these  cases  are  in  the  older  age  groups  and  treatment 
is  mainly  conservative  and  palliative.  However,  it  must  be  borne  in  mind  that  prevention,  if  possible, 
is  better  than  cure.  To  this  extent  talks  were  given  by  the  County  Chiropodist  at  mothers’  clubs,  old 
people’s  clubs  and  in  schools.  A foot  health  exhibition  was  held  in  Aylesbury  during  July;  reference 
to  this  is  made  elsewhere  in  the  report  (page  56). 

Treatment  under  the  Council’s  scheme  is  normally  carried  out  in  the  surgeries  of  private  practi- 
tioners who  are  state  registered  chiropodists.  These  chiropodists  are  paid  on  a fee  per  treatment  basis 
in  accordance  with  the  current  Whitley  Council  rates.  Domiciliary  treatment  may  be  authorised  for 
housebound  persons  if  considered  necessary  by  a county  social  worker. 

Patients  may  receive  up  to  nine  treatments  each  year  and,  in  addition,  up  to  six  re-dressing  treat- 
ments are  allowed  for  certain  septic  and  other  conditions.  However,  if  the  attending  chiropodist  is 
of  the  opinion  that  further  treatments  are  required,  application  is  made  and  each  case  is  considered 
by  the  County  Chiropodist  who  is  responsible  for  the  general  administration  of  the  scheme. 

The  following  table  gives  an  indication  of  the  work  carried  out  by  private  practitioners  during  1968 : 


Total  number  of  patients  treated 
Number  of  new  patients 
Treatments  given  at  chiropodists’  surgeries 
Treatments  given  at  patients’  homes 


4,810 

1,152 

11,938 

16,596 


The  number  of  chiropodists  under  contract  at  the  end  of  December  was  57, 
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There  was  a considerable  increase  in  the  number  of  broken  appointments;  this  may  have  been 
because  for  part  of  the  previous  year  no  payment  was  made  to  the  chiropodist  for  broken  appointments 
and  therefore  these  were  not  reported,  whereas  half  the  appropriate  fee  is  now  paid  to  the  chiropodist. 
Every  effort  is  made  to  keep  the  number  of  failed  appointments  to  a minimum. 

The  rise  in  domiciliary  visits,  as  compared  with  surgery  treatments,  noted  in  previous  years 
continued  during  1968  as  the  following  graph  shows: 


Treatments  by  Private  Practitioners  under  the  Councils  Chiropody  Scheme 


1962  1963  1964  1965  1966  1967  1968 


The  County  Chiropodist  is  assisted  by  one  full-time  senior  chiropodist,  who  undertakes  treatments 
at  some  of  the  Council’s  old  people’s  homes,  hostels  and  schools.  The  vacancies  in  establishment  for 
two  other  senior  chiropodists  have  been  advertised  periodically  throughout  the  year,  with  no  response. 
There  can  be  no  doubt  that  the  reasons  for  this  lack  of  response  are  the  low  salaries  under  the  Whitley 
scales,  together  with  the  lack  of  career  prospects,  in  comparison  with  private  practice,  and  there  seems 
to  be  little  prospect  of  maintaining  an  adequate  service  in  the  county  unless  some  means  are  found  of 
improving  the  recruitment  position. 

During  1968  the  full-time  staff  undertook  2,881  treatments  in  old  people’s  homes  and  a total  of 
439  such  treatments  were  given  by  chiropodists  employed  on  a sessional  basis. 

The  total  number  of  treatments  during  the  year,  excluding  schoolchildren,  undertaken  by  private 
chiropodists  and  full-time  staff,  was  31,854,  an  increase  of  6,055  over  the  previous  year. 


3.  Provision  of  nursing  equipment  on  loan 

There  was  an  increased  demand  for  the  loan  of  items  of  equipment  required  in  the  nursing  of 
patients  in  their  own  homes  and,  in  response  to  requests  from  939  patients,  a total  of  1,019  items  were 
loaned. 
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The  following  tables  give  an  indication  of  the  items  concerned  and  of  the  members  of  the  nursing 
and  social  work  staff  putting  the  requests  forward  for  consideration: 


Walking  aids 

..  339 

Wheelchairs 

177 

Commodes  . . 

..  165 

Draw  sheets 

50 

Beds  and  mattresses 

44 

Lifting  pole  and  chains 

41 

Bed  cradles  . . 

30 

Back  rests  . . 

28 

Rubber  sheeting  (in  lengths) 

28 

Hoists  and  attachments  . . 

26 

Fracture  boards 

21 

Raised  toilet  seats 

21 

Mattresses  . . 

20 

Air  rings 

16 

St.  Anne’s  cushions 

11 

Ripple  beds  (hire)  . . 

2 

Total 

..  1,019 

Social  workers 

..  371 

Health  visitors 

..  216 

District  nurses 

..  206 

Medical  social  workers  (hospitals) 

..  146 

Total 

..  939 

This  scheme  for  the  loan  of  nursing  equipment  to  patients  being  nursed  at  home  covers  only 
those  cases  where  the  need  for  the  equipment  is  likely  to  be  temporary ; where  that  need  is  likely  to  be 
permanent  or  the  items  of  equipment  have  to  be  specially  made  for  the  individual  padent  concerned 
the  equipment  is  usually  supplied  through  the  hospital  service. 

In  addition  to  the  equipment  loaned  under  the  County  Council’s  direct  arrangements,  the 
Buckinghamshire  Branch  of  the  British  Red  Cross  Society  made  a total  of  1,568  loans  from  their 
medical  comforts  depots  throughout  the  county. 


4.  Recuperative  holidays 

There  was  a reduction  in  the  number  of  persons  for  whom  recuperative  holidays  were  arranged 
during  1968,  the  total  of  114  being  31  less  than  in  the  previous  year. 

These  holidays,  towards  the  cost  of  which  the  patients  were  required  to  make  a contribution  in 
accordance  with  their  financial  circumstances,  were  provided  on  the  recommendation  of  hospital 
consultants,  family  doctors,  health  visitors,  social  workers  and  others. 
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INFECTIOUS  DISEASE 


1.  Vaccination  and  immunisation 

As  with  all  aspects  of  preventive  medicine,  arrangements  are  under  constant  review  and  means 
are  continually  being  sought  whereby  higher  levels  of  protection  may  be  achieved.  At  the  same  time  it 
is  necessary  to  keep  the  number  of  procedures  within  limits  which  will  remain  acceptable  to  the  average 
parent.  In  a field  in  which  change  is,  therefore,  by  no  means  uncommon,  1968  was  notable  for  the 
changes  introduced  both  nationally  and  locally. 

Measles  vaccination  was  included  for  the  first  time  in  the  routine  protective  procedures  and  the 
first  supplies  of  vaccine  became  available  in  May.  It  is  well  known  that  measles  normally  follows  a 
pattern  in  which  alternate  years  show  a considerably  higher  incidence  of  the  disease  than  the  inter- 
vening years.  The  winter  of  1968/69  was  expected  to  produce  an  “epidemic  season”  and  every  effort 
was  made  to  vaccinate  as  many  children  as  possible  aged  from  one  to  fifteen  inclusive  before  the  disease 
became  widespread.  It  is  not  possible  fully  to  assess  the  beneficial  affects  of  this  campaign  so  soon  after 
its  introduction  but  it  is  encouraging  to  note  that  the  number  of  notifications  of  measles  received  during 
1968  fell  to  1,304.  This  is  the  first  time  the  figure  has  fallen  below  2,000  since  1962  and  the  total  is 
well  under  half  those  recorded  in  1966  and  1964,  the  last  two  comparable  years. 

Details  were  received  from  the  then  Ministry  of  Health  of  new  recommendations  as  to  the  timing 
of  the  courses  of  triple  antigen  and  anti-poliomyelitis  vaccine.  Three  doses  were  formerly  given  at 
monthly  intervals,  followed  by  a “booster”  at  approximately  eighteen  months  old.  The  new  schedule 
provides  for  the  second  course  to  be  given  some  six  to  eight  weeks  after  the  first,  with  the  third  being 
delayed  until  about  six  months  later.  This  new  schedule  has  been  found  to  give  a satisfactory  level  of 
protection  from  three  courses,  without  the  need  for  a further  “booster”  dose  until  school  entry.  This 
routine  was  applied  to  Buckinghamshire  children  born  on  and  after  1st  January,  1968. 

At  local  level,  probably  the  most  significant  change  in  administrative  arrangements  since  local 
authorities  first  became  responsible  for  vaccination  and  immunisation,  came  with  the  introduction 
during  the  year  of  computer  controlled  appointments.  A general  outline  of  the  various  computer 
systems  was  given  in  my  report  for  1967  and  further  comments  are  given  below. 

Superficially,  the  statistics  for  the  year  seem  disappointing  in  that  the  number  of  children  given 
primary  immunisation  is  substantially  less  than  in  1967.  Closer  examination  shows,  however,  that  the 
reduction  is  very  largely  accounted  for  by  the  introduction  of  the  new  schedule,  as  a result  of  which 
children  do  not  normally  complete  a primary  course  until  their  twelfth  month  at  the  earliest.  Formerly 
the  majority  were  completed  at  about  eight  months  of  age  and  many  immunised  by  their  family  doctor 
were  completed  at  the  age  of  six  months.  Reinforcing  doses,  which  are  not  yet  affected  by  the  revised 
schedule,  show  little  change  from  the  very  high  levels  reported  last  year.  The  same  may  be  said  of 
vaccination  against  smallpox,  the  timing  of  which  has  not  been  substantially  changed. 

One  interesting  point  which  has  been  noted  during  the  year  is  a change  in  the  balance  between 
children  immunised  at  child  health  clinics  and  by  general  practitioners.  At  the  end  of  1966  it  was  found 
that  approximately  two-thirds  of  all  immunisations  were  carried  out  in  the  clinics  by  local  authority 
staff  but,  by  the  end  of  1968,  slightly  more  than  half  of  the  immunisations  were  carried  out  by  family 
doctors. 

Protection  against  tuberculosis  was  offered  to  children  prior  to  leaving  school,  to  those  students 
who  had  not  been  protected  whilst  at  school  and  to  children  in  contact  with,  or  thought  to  have  been 
in  contact  with,  cases  of  tuberculosis. 


Vaccination  immunisation  and  live  births 
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The  table  which  follows  gives  details  of  the  numbers  of  persons  offered  protection  and  the  numbers 
vaccinated : 


(a) 

Contacts 

(i)  Skin  tested 

1,307 

(ii)  Found  positive 

325 

(iii)  Found  negative 

938 

(iv)  Vaccinated  . . . . 

(44  children  failed  to  return  for  reading  of  test) 

449 

(b) 

Schoolchildren  and  students 

(i) 

Skin  tested 

7,196 

(ii) 

Found  positive 

572 

(iii) 

Found  negative 

6,221 

(iv) 

Vaccinated 

6,221 

2.  Processing  of  health  records  by  computer 

Computer  control  of  vaccination  and  immunisation  appointments  is  by  no  means  new.  The 
scheme  was  pioneered  in  West  Sussex,  and  a number  of  authorities  have  for  some  years  been  operating 
systems  which  inevitably  vary  quite  widely  in  detail. 

The  aim  in  Buckinghamshire  was  to  introduce  methods  which  produced  appointments  throughout 
the  month,  recorded  immunisation,  gave  facilities  for  the  follow-up  of  children  who  persistently  failed 
to  keep  appointments  and  reminded  the  staff  concerned  when  essential  documents  were  delayed.  At 
the  same  time,  it  was  desired  that  the  systems  should  be  offered  simultaneously  to  all  the  doctors  and 
clinics  in  the  county.  They  must  therefore  be  suitable  for  use  in  all  the  centres  where  immunisation  is 
given,  from  the  large  clinic  serving  an  urban  community  to  the  sub-surgery  in  the  smallest  hamlet. 

None  of  the  existing  systems  which  were  examined  seemed  precisely  to  meet  these  objectives  and 
it  was  therefore  decided  to  plan  a new  set  of  systems,  whilst  incorporating  many  of  the  most  valuable 
features  of  those  already  in  operation.  It  appears  that  the  requirements  outlined  above  were  by  no 
means  peculiar  to  Buckinghamshire  since,  less  than  a year  after  the  first  appointments  were  produced, 
twelve  authorities  had  asked  for  details.  Some  of  these  already  have  definite  plans  to  introduce  similar 
systems. 

The  introduction  of  these  new  methods  not  only  affected  the  work  of  the  clerical  and  administrative 
staff  in  the  central  office,  who  had  to  learn  completely  new  skills,  but  also  demanded  new  disciplines 
of  several  hundred  doctors,  health  visitors,  nurses,  receptionists,  secretaries  and  clerks  working  in  the 
clinics  and  surgeries.  It  could  hardly  have  been  expected  that  changes  involving  so  many  people  could 
be  made  without  certain  initial  difficulties  arising.  It  says  much  for  the  co-operation  of  all  concerned 
that  the  children  whose  records  have  caused  problems  have  represented  a very  small  proportion  of  the 
whole  and  that  the  difficulties  have  been  diminishing  steadily  as  people  become  more  experienced  in 
operating  the  new  routines. 

On  the  whole,  the  scheme  has  been  very  well  received  by  general  practitioners  and,  although  a few 
withdrew  in  the  very  early  stage,  a greater  number  who  originally  opted  out  have  subsequently  decided 
to  participate.  At  the  end  of  the  year,  almost  80%  of  immunisations  by  general  practitioners  in  the 
county  was  being  carried  out  with  the  aid  of  the  computer-controlled  appointments  system.  A total  of 
87-j  % of  all  children  available  for  immunisation  were  attending  surgeries  and  clinics  where  the  system 
was  in  use. 

Because  of  the  timing  of  the  new  schedule  of  immunisation  referred  to  earlier  in  this  report,  very 
few  children  born  in  1968  could  have  completed  primary  courses  of  immunisation  during  that  year. 
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It  will  not,  therefore,  be  possible  to  give  a clear  picture  of  the  effect  of  the  new  methods  on  the  county’s 
immunological  state  until  next  year’s  statistics  become  available.  Data  received  from  the  computer 
already  suggests,  however,  that  the  main  objective  of  protecting  a higher  number  of  children  is  being 
realised. 

3.  Notifications 

A summary  of  the  notifications  of  infectious  diseases  received  during  1968  is  given  in  Table  1 
(page  101). 

4.  Tuberculosis 

Once  again  there  was  a fall  in  the  number  of  newly  notified  cases  of  tuberculosis.  The  number  in 
1968  was  109  compared  with  117  in  1967.  Of  these,  77  were  respiratory  and  32  non-respiratory.  The 
continued  decline  is  a remarkable  thing,  for  a large  proportion  of  our  new  patients  are  immigrants, 
particularly  from  Pakistan,  but  also  from  Hong  Kong,  India,  Africa,  the  West  Indies  and  Europe. 
Despite  this  high  proportion  and  the  rising  population,  the  gross  figures  decline.  This  means  that  the 
amount  of  tuberculosis  in  the  indigenous  inhabitants  is  very  low  indeed.  The  death  rate  (based  on  15 
deaths)  was  at  its  accustomed  low  level.  The  patients  were  nearly  all  over  55  years  of  age,  in  contrast 
to  the  deaths  in  young  adult  life  in  former  years. 

The  anti-tuberculous  programme  of  past  years  was  continued  without  relaxation,  but  in  addition 
a further  experiment  was  commenced  in  Aylesbury.  In  order  to  try  to  detect  or  prevent  tuberculosis  in 
immigrants,  each  immigrant  was  called  on  by  a health  visitor  and  invited  to  attend  the  chest  clinic. 
There  was  a good  response.  They  were  all  x-rayed,  and  the  young  adults  and  children  were  tuberculin 
tested.  No  tuberculosis  cases  were  found  on  x-ray.  Those  who  were  tuberculin  negative  were  given 
B.C.G.  vaccination.  Those  who  gave  a strong  reaction  to  tuberculin  were  started  on  a year’s  treatment 
with  I.N.A.H.  while  pursuing  their  normal  lives.  It  is  hoped  in  this  way  to  prevent  the  development  of 
tuberculosis  later.  It  was  surprising  how  strong  some  of  the  reactions  were,  particularly  in  Pakistani 
children. 

Children  whose  tuberculin  tests  at  school  were  positive  were  x-rayed,  and  as  with  the  immigrants, 
those  whose  reaction  was  strong  were  given  I.N.A.H.  without  interruption  to  their  ordinary  lives. 

B.C.G.  vaccination  of  school  children  continued  as  before.  This  policy  was  introduced  because  the 
weight  of  tuberculosis  used  to  fall  on  the  adolescent  and  young  adult.  This  is  not  now  so,  and  B.C.G. 
has  played  a major  part  in  this  success.  There  remains  a steady,  though  very  small,  incidence  of  tuber- 
culosis in  young  children,  and  it  may  well  be  that  B.C.G.  vaccination  in  infancy  will  become  policy 
in  the  future. 
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HEALTH  EDUCATION 


1.  General 

The  most  important  feature  during  1968  from  the  national  point  of  view  was  the  formation  of  a 
new  body,  the  Health  Education  Council  Limited,  to  take  over  the  work  of  the  Central  Council  for 
Health  Education  with  the  intention  of  extending  health  education  promotional  activities,  particularly 
in  the  field  of  research.  All  those  engaged  in  health  education  work  have  long  awaited  the  setting  up  of 
such  an  organisation,  and  now  look  forward  to  receiving  their  help  and  support. 

The  Central  Council  for  Health  Education  for  a great  number  of  years  was  the  focal  point  for 
health  education  in  the  country  and  has  rendered  valuable  assistance  in  many  ways  to  local  authorities 
in  their  endeavours,  and  appreciation  is  due  for  all  their  services. 

Within  the  county  it  has  been  another  busy  year  with  the  complex  demands  being  met  by  education 
in  schools,  group  lectures  and  discussions,  specific  campaigns,  displays,  exhibitions  and  other  activities. 
The  following  information  can  only  give  a general  impression  of  the  activities  in  which  so  many  people 
play  a part. 


2.  Group  teaching 

Much  of  the  work  is  carried  out  through  group  teaching,  and  the  following  table  gives  information 
regarding  talks  given  in  the  county  during  1968,  with  the  equivalent  figures  for  1967  given  in 
parentheses: 


Talks  given  by  Talks  given  to: 


Health  education  staff 

647 

(632) 

Ante-natal  groups 

1,599 

(1,637) 

Medical  officers 

187 

(164) 

Ante-natal  groups  attended  by 

Health  visiting,  nursing  and 

husbands 

66 

(46) 

midwifery  staff 

2,025 

(1,898) 

Mothers’ clubs. . 

318 

(293) 

Dental  staff 

121 

(288) 

Schoolchildren 

736 

(768) 

Other  members  of  the  County 

Youth  groups 

108 

(132) 

Council  staff 

207 

(87) 

Old  peoples’  clubs 

25 

(16) 

Outside  organisations  and  lec- 

Parents groups 

216 

(44) 

turers  . . 

198 

(173) 

County  Council  staff  . . 

118 

(87) 

Other  groups  . . 

199 

(219) 

3,385  (3,242) 

3,385 

(3,242) 

The  subject  matter  covered  by  these  talks  is  given  below: 


Ante-natal  instruction  ..  ..  ..  ..  ..  ..  ..  1,599 

Growing  up  . . . . . . . . . . . . . . . . 327 

Dental  health  . . . . . . . . . . . . . . . . 267 

Mental  health  . . . . . . . . . . . . . . . . 125 

Smoking  and  disease  ..  ..  ..  ..  ..  ..  ..  114 

Food  and  health  . . . . . . . . . . . . . . . . 114 
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Health  and  welfare  services  . . . . . . . . . . . . 103 

First  aid  and  oral  resuscitation  . . . . . . . . . . . . 102 

Ante-natal  instruction  (with  husbands)  . . . . . . . . . . 66 

Home  safety  . . . . . . . . . . . . . . . . 65 

Food  hygiene  . . . . . . . . . . . . . . . . 29 

Other  . . . . . . . . . . . . . . . . . . 474 


Total  . . 3,385 


3.  Ante-natal  group  activities 

The  demand  for  these  groups  has  remained  constant  throughout  all  parts  of  the  county,  mainly 
attracting  young  women  expecting  their  first  babies.  It  is  interesting  to  note  that,  although  the  number 
of  sessions  held  was  slightly  lower  than  last  year,  the  actual  number  of  women  attending  rose. 

In  the  north  of  the  county  there  was  an  increase  in  the  number  of  sessions  attended  by  both 
husbands  and  wives,  due  to  an  experimental  course  of  classes  designed  to  enable  couples  to  attend 
together.  These  classes  were  well  supported,  and  the  encouraging  factor  was  that  the  numbers  did  not 
fall  away  as  the  course  progressed. 

In  South  Bucks  the  class  for  immigrants  has  become  well  established,  and  with  the  assistance  of  an 
interpreter  this  proves  very  helpful  to  Asian  mothers. 

Details  of  the  classes  are  given  below : 

Ante-natal  classes  For  husbands  and  wives 


Area 

No.  of 

No.  of  women 

No.  of 

No.  of  women 

No.  of  men 

sessions 

attending 

sessions 

attending 

attending 

Aylesbury 

180 

292 

6 

67 

61 

North  Bucks 

380 

483 

29 

414 

337 

South  Bucks 

407 

629 

11 

311 

295 

Wycombe 

632 

942 

20 

341 

319 

1,599 

2,346 

66 

1,133 

1,012 

4.  Mothers’  clubs 

Mothers’  clubs  still  continue  to  be  one  of  the  major  sources  for  disseminating  health  information, 
and  a way  of  giving  young  mothers  the  opportunity  to  think  about,  and  discuss  a wide  variety  of  topics. 

Two  new  clubs  came  into  being  during  the  year,  one  at  Burnham,  and  one  at  Bletchley,  bringing 
the  total  number  of  clubs  in  the  county  to  38. 

The  highlight  of  the  year  was  the  Rally  which  was  attended  by  an  audience  of  nearly  800  club 
members.  The  County  Medical  Officer  took  the  Chair  for  the  evening,  and  the  guest  speaker  was 
“Fabian  of  the  Yard”.  A contest  was  held  to  find  the  “Mothers’  Club  Personality  of  the  Year”,  the 
final  contestants  having  been  chosen  from  area  eliminating  contests  that  had  been  held  during  the 
previous  months.  This  item  provided  considerable  interest  and  enjoyment.  The  attendance  at  rallies 
of  this  nature  has  grown  so  much  over  the  years  that  it  is  now  impossible  to  find  a hall  large  enough 
to  accommodate  the  members,  and  future  rallies  will  probably  have  to  be  organised  on  a different  basis. 

The  study  theme  for  the  year  was  discussed  at  the  annual  general  meeting  and  the  eventual  decision 
was  “Problems  and  Pre-occupations  in  Modern  Life”,  giving  a field  of  study  for  clubs  to  consider 
varying  from  personal  to  international  matters. 
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5.  Other  activities 

As  in  previous  years  the  health  education  section  has  continued  to  assist  with  in-service  training 
courses,  provide  health  lectures  for  nursery  nurse  students  in  South  Bucks,  and  arrange  talks  and 
instructional  visits  for  a wide  variety  of  people  such  as  R.A.F.  medical  apprentices,  university  students, 
medical  and  health  visitor  students,  trainee  teachers  and  overseas  visitors. 

Workers  in  the  field  are  kept  in  touch  with  new  visual  aid  material  by  the  Area  Health  Education 
Organisers  through  frequent  meetings,  and  as  new  films,  film-strips,  pamphlets  and  posters  are  regularly 
produced,  this  is  an  important  aspect  of  the  work. 

The  following  selection  of  special  projects,  or  campaigns,  will  give  an  idea  of  the  many  approaches 
adopted  by  the  various  areas  during  the  year  to  promote  various  topics  as  the  need  arose. 

Health  and  home  safety  quiz — In  South  Bucks  this  quiz  was  offered  to  22  women’s  clubs  in  the 
area,  and  the  finals  took  place  in  March.  The  quiz  aroused  much  discussion  and  participation  by  the 
audiences,  and  was  very  successful.  An  adaptation  of  the  quiz  was  then  offered  to  old  people’s  groups 
and  this  again  is  proving  successful. 

“Home  and  away” — 8 mm.  film — This  film,  produced  by  South  Bucks  mothers’  clubs,  to  encourage 
recruitment,  was  shown  many  times  during  the  year,  and  at  the  Slough  Art  Festival  it  received  praise 
for  its  general  content. 

Oil  heaters — A short  campaign  was  mounted  at  the  beginning  of  the  winter  to  draw  attention  to 
the  hazards  of  fire  from  the  misuse  of  oil  heaters. 

Cervical  cytology — Following  the  major  research  project  carried  out  in  the  Aylesbury  area,  a 
campaign  was  started  to  encourage  those  women  who  had  not  taken  advantage  of  the  facilities  for 
having  a cervical  smear  test  to  do  so,  the  necessary  mobile  clinic  being  provided  at  their  places  of  work. 
Many  factory  managements  agreed  to  have  such  a clinic  visit  their  premises,  and  with  this  co-operation 
the  work  is  progressing. 

“Hand  in  old  medicines”  campaign — This  campaign  to  advise  people  to  dispose  of  their  old 
medicines,  and  providing  the  necessary  facilities,  was  successfully  carried  out  in  North  Bucks.  The 
Area  Health  Education  Organiser  was  greatly  assisted  in  this  effort  by  the  co-operation  of  public  health 
inspectors,  health  visitors,  chemists,  doctors  and  the  press. 

School  health  week — The  Langley  County  Secondary  School  again  held  a health  week,  and  the 
health  education  section  co-operated  with  the  provision  of  exhibits,  speakers  and  films.  This  very 
interesting  endeavour  was  attended  by  about  3,000  pupils  from  their  own  and  neighbouring  schools. 

Foot  health — A project  to  emphasise  the  importance  of  foot  health  was  carried  out  in  child  health 
centres  with  active  help  from  the  County  Chiropodist,  and  co-operation  from  the  various  health  visitors. 

Talks  to  immigrant  Asian  women — In  the  south  of  the  county,  where  there  is  the  need,  the  service 
of  providing  talks  to  immigrants  was  extended,  with  the  help  of  an  interpreter,  and  in  addition  to  the 
special  ante-natal  classes,  a course  of  health  education  has  been  arranged.  Talks  of  a health  education 
nature  have  also  been  given  to  clubs  that  have  been  set  up  in  the  Slough  area  to  deal  with  the  non- 
English  speaking  immigrants. 

News  letters  have  been  produced  regularly  in  connection  with  the  mothers’  clubs,  and  these  have 
a great  value  in  that  they  encourage  many  young  mothers  to  write  articles,  or  pass  on  hints  and  recipes 
to  other  club  members. 


6.  Exhibitions  and  displays 

It  has  now  become  a regular  practice  to  present  various  health  topics  in  child  health  centres  and 
other  suitable  sites  by  means  of  posters,  leaflets  and  small  displays,  as  the  month  or  season  of  the  year 
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suggests.  The  following  titles  indicate  the  type  of  themes  that  are  covered— dental  health;  home  and 
water  safety;  safety  with  toys  and  fireworks;  poisonous  berries;  coughs  and  sneezes,  balanced  diet. 

A special  exhibition  on  foot  health  was  held  in  Aylesbury  in  July  aimed  particularly  at  the  school- 
child  and  parents.  Displays  on  this  theme  were  set  up  by  the  department,  and  manufacturers,  in 
conjunction  with  film  shows  and  talks.  Specially  invited  school  parties  attended  the  exhibition  to  see 
the  displays  and  participate  in  talks. 

An  exhibition,  originally  displayed  at  the  Royal  Society  of  Health  Congress,  on  “The  prevention 
of  cancer”,  was  set  up  in  Aylesbury  for  one  week  during  October.  Schools  and  organisations  in  the 
area  were  especially  invited  to  see  it,  and  with  the  aid  of  press  coverage,  a wide  interest  was  created  on 
this  important  health  subject. 

Other  displays  were  provided  on  a variety  of  subjects  for  special  occasions  throughout  the  county, 
and  once  again  space  was  taken  at  the  Bucks  County  Show  to  publicise  the  grave  dangers  of  cigarette 
smoking. 
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MENTAL  HEALTH  SERVICE 


1.  General 

It  was  decided  during  1968  that  it  would  be  more  acceptable  to  parents  of  children  attending 
junior  training  centres  if  the  centres  could  be  known  as  schools  and  the  supervisors  and  assistant 
supervisors  as  head  teachers  and  teachers.  Similarly,  adult  training  centres  were  renamed  industrial 
units,  the  supervisors  being  known  as  managers  and  the  assistant  supervisors  as  instructors. 

The  change  of  nomenclature  was  welcomed  by  all  concerned  with  the  welfare  of  these  children  and 
adults. 


2.  Premises 

The  opening  during  the  year  of  the  purpose-built  Heritage  House  School  and  Nalders  Road 
Industrial  Unit  at  Chesham  saw  the  completion  of  the  original  programme,  approved  in  1960  under  the 
Mental  Health  Act,  1959,  and  designed  to  provide  a number  of  schools  and  five-day  hostels  for  mentally 
handicapped  children  and  suitable  industrial  units  and  hostels  for  adults. 

In  drawing  up  the  original  development  plan  it  was  appreciated  that  the  provision  of  new  services 
in  itself  would  create  greater  demands  and  in  all  probability  lead  to  the  uncovering  of  latent  needs; 
that  continued  growth  of  the  population  would  create  increased  pressures  on  the  service;  and  that  the 
acceptance  of  modern  principles  of  mental  care  emphasising  the  need  for  handicapped  children  to 
start  school  at  a time  when  they  are  developmentally  best  able  to  benefit  from  it  would  result  in  a 
lowering  of  the  average  age  at  admission  and  further  pressures  on  the  schools. 

Acceptance  of  that  part  of  the  Scott  Report  which  was  published  in  1961  and  which  recommended 
an  increase  in  the  teacher:  child  ratio  from  1 :15  to  1:10  made  it  necessary  to  provide  additional  class- 
rooms as  well  as  more  teachers  at  existing  schools. 

Care  of  the  mentally  disordered  by  the  provision  of  support  in  the  community  rather  than  by 
long-term  custodial  care  in  hospital  has  been  shown  to  give  many  individuals  better  opportunities  to 
overcome  their  handicaps  and  with  this  realisation  has  come  a steady  rise  in  requests  for  community 
mental  health  services  both  from  the  public  and  from  hospital  consultants  on  behalf  of  their  patients. 
With  this  increased  demand  for  the  service  arrangements  are  now  being  made  for: 

(a)  Additional  accommodation  at  Whaddon  Way  Industrial  Unit,  Bletchley,  the  erection  of  purpose- 
built  premises  to  replace  Queensway  School,  Bletchley,  and  the  provision  of  a hostel  where 
horticultural  or  agricultural  training  would  be  available  in  the  North  Bucks  area. 

(b)  The  conversion  of  Park  School,  Aylesbury,  to  use  as  an  extension  to  the  present  industrial  unit; 
the  erection  of  purpose-built  premises  to  replace  the  Park  School  and  the  provision  of  a hostel 
for  the  rehabilitation  of  men  recovering  from  mental  illness  in  Aylesbury. 

(c)  The  replacement  of  the  Hillcrest  Industrial  Unit,  High  Wycombe,  by  larger  purpose-built  premises ; 
the  provision  of  a hostel  for  middle-aged  women  suffering  from  mental  disorder;  replacement  of 
Vinio  House  School,  High  Wycombe,  by  a new  building  accommodating  110  pupils;  and  the 
ultimate  extension  of  the  Nalders  Road  Industrial  Unit,  Chesham. 

(d)  The  take-over  from  the  National  Society  of  Mentally  Handicapped  Children  of  the  workshop  and 
hostel  in  Elliman  Avenue,  Slough,  and  the  provision  of  an  additional  hostel  for  the  mentally  ill, 
in  the  Slough  area. 
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3.  Staff 

In  order  to  increase  the  unsatisfactorily  low  proportion  of  trained  staff  it  was  decided  that  the 
policy  of  secondment  to  appropriate  training  courses  should  be  extended  and  at  the  end  of  the  year  two 
teachers  were  attending  these  courses. 

The  newly  created  post  of  contracts  manager  was  filled  by  the  appointment  of  Mr.  E.  Wood 
who  will  also,  where  possible,  act  for  managers  of  industrial  units  during  periods  of  prolonged  absence. 

Great  difficulties  have  been  experienced  in  recruiting  suitable  staff  for  residential  duties  in  hostels. 
Approval  was  given  to  the  secondment  of  staff  to  appropriate  courses  as  these  become  available  and, 
in  an  attempt  to  raise  the  general  standard  of  work  in  the  hostels,  a programme  of  in-service  training  is 
being  arranged  in  addition  to  which  staff  will  attend  suitable  refresher  courses  as  necessary. 

Experience  has  shown  that  whilst  it  is  not  usually  difficult  to  recruit  hostel  wardens,  considerable 
difficulties  are  met  in  attracting  suitable  applicants  for  the  posts  of  deputy  wardens.  Below  these  two 
grades  recruitment  of  adequate  staff  is  very  difficult  indeed;  in  the  circumstances  the  staffing  establish- 
ment of  each  of  the  larger  hostels  has  been  increased  to  allow  the  appointment  of  two  deputy  wardens. 


4.  Administration  and  co-operation 

Relationships  between  the  department  and  local  hospitals  continued  on  a cordial  basis  during  the 
year.  It  is  extremely  important  that  local  authorities  and  hospitals  should  work  as  closely  as  possible 
since  benefits  can  accrue  for  both  branches  of  the  National  Health  Service.  An  example  of  this  is  the 
arrangement  whereby  patients  from  hospitals  in  the  Aylesbury  area  attend  the  department’s  school  and 
industrial  unit  whilst  children  who  are  too  handicapped  to  benefit  from  attendance  at  school  but  who 
are  living  with  their  parents  are  given  daily  hospital  care.  It  is  expected  that  increasing  emphasis  will  be 
placed  on  the  need  to  plan  services  as  a whole  in  order  to  avoid  either  gaps  or  overlapping  between 
local  health  authority  and  hospital  spheres  of  responsibility. 

Psychiatric  out-patient  clinics  continued  to  be  held  in  all  four  health  areas  whilst  the  consultant 
psychiatrist  in  subnormality  from  Borocourt  Hospital  held  out-patient  clinics  in  Aylesbury.  Social 
workers  on  the  County  Council’s  staff  attended  those  out-patient  clinics  when  the  progress  of  patients 
with  whom  they  were  concerned  was  being  reviewed. 


5.  Social  work  staff  training 

Arrangements  continued  during  the  year  whereby  all  staff  without  previous  experience  as  mental 
welfare  officers  are  given  a period  of  preparation,  this  consisting  of  attendance  at  St.  John’s  Hospital, 
teaching  sessions  and  experience  of  compulsory  removal  procedures  under  the  tutelage  of  the  senior 
mental  welfare  officer  or  other  experienced  officer  before  they  are  approved  for  statutory  duties  under 
the  Mental  Health  Act. 

The  in-service  training  course  of  one  year’s  duration  for  social  workers  was  also  continued  during 
1968.  In  addition,  meetings  were  held  quarterly  at  St.  John’s  Hospital,  Stone,  for  staff  directly  involved 
in  community  care;  conferences  between  hospital  and  local  health  authority  staff  took  place  in  each 
health  area  at  monthly  or  two-monthly  intervals.  Subjects  on  which  lectures  were  given  at  the  quarterly 
meetings  included  “The  responsibility  for  the  psycho-geriatric  patient”;  “Problems  of  alcoholism”; 
“Marital  problems”  and  “Responsibility  for  the  mentally  subnormal”. 

Arrangements  were  made  for  members  of  the  administrative  medical  staff,  social  workers  and 
hostel  staff  to  attend  suitable  national  conferences  and  courses  so  as  to  give  them  an  opportunity  of 
keeping  abreast  of  current  trends  and  developments  in  the  mental  health  field. 
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6.  Schools 

The  schools,  previously  known  as  junior  training  centres,  provided  and  administered  by  the 
County  Health  Committee  cater  for  those  children  under  sixteen  years  of  age  who,  because  of  mental 
handicap,  are  unsuitable  for  education  in  schools  maintained  by  the  County  Education  Committee. 
Children  attending  receive  the  full  benefits  of  the  school  health  service  including  medical  examinations 
which  parents  are  invited  to  attend.  Lunches  and  free  milk  are  provided,  as  is  transport  to  and  from 
their  home  when  this  is  considered  necessary.  Holidays  are  arranged  to  coincide  with  those  of  the 
schools  maintained  by  the  Education  Committee. 

The  curriculum  of  the  schools  continues  to  be  based  on  a programme  designed  to  give  each  child 
social  competence.  Children  may  also  receive  training  in  word  recognition,  writing  and  knowledge  of 
numbers.  This  particular  training  is  continued  by  teachers  employed  by  the  Education  Committee 
after  a child  leaves  for  an  industrial  training  unit. 

7.  Industrial  units 

The  training  given  at  these  units,  previously  known  as  adult  training  centres,  is  designed  to  ensure 
that  mentally  handicapped  adults  can  play  as  independent  as  possible  a role  in  the  community  and 
every  effort  continued  to  be  made  to  place  them  in  employment. 

Some  groups  were  placed  in  factories  where  they  carried  out  unskilled  work,  with  success;  often 
the  work  undertaken  was  that  which  the  average  factory  employee  would  find  boring  because  of  its 
repetitive  nature.  One  particular  group  undertook  park-keeping  on  a nearby  National  Trust  estate 
under  the  supervision  of  an  instructor  from  the  unit. 

Payment  was  made  to  the  trainees  for  work  completed,  the  general  object  being  their  eventual 
transfer  to  industrial  employment.  Experience  gained  during  the  year  indicated  that  the  operation  of 
jhe  scheme  for  the  payment  of  selective  employment  tax  made  it  much  more  difficult  to  make 
progress  towards  the  integration  of  trainees  into  ordinary  employment. 

Other  trainees  undertook  outwork  at  the  units ; most  of  this  was  of  a simple  repetitive  nature  and 
quite  often  it  was  carried  out  with  the  help  of  jigs  specially  designed  for  the  purpose.  The  work  included 
the  packing  of  motor  car  spare  parts;  electrical  wiring;  packaging  of  cosmetics;  assembly  of  television 
aerial  brackets,  switch  boxes  and  lamp  switches;  pressing  out  shelf  brackets,  radio  knobs  and  switch 
covers ; cleaning  and  fettling  light  alloy  pressings,  castings  and  plastic  mouldings ; the  making  of  firework 
cases;  and  the  assembling  of  catalogues. 

Some  of  the  industrial  units  operated  a car  cleaning  service;  bundles  of  firewood  were  prepared 
for  sale,  and  at  one  unit  a small  printing  press  was  installed.  Whenever  industrial  work  was  not  available 
craftwork  was  put  in  hand.  The  range  takes  in  the  making  of  brushes,  table  lamps,  ash  trays,  coffee 
tables,  stools,  plant  troughs  and  stands,  cushions,  table  cloths,  table  napkins  and  display  cards.  Cookery 
instruction  was  again  given  at  some  centres  and  gardening  work  was  also  carried  out  in  the  grounds 
of  industrial  units  and  hostels. 

Social  training  and  the  organisation  of  play  activities  continued  during  the  year.  Displays  of  work 
were  organised ; open  days  were  arranged  to  which  patients,  relatives  and  friends  of  the  trainees  were 
invited;  a county  sports  day  was  arranged  but  had  unfortunately  to  be  cancelled  because  of  adverse 
weather  conditions. 

Outings  were  arranged  by  staffs  and  by  voluntary  organisations,  and  included  a day  trip  to  the 
Isle  of  Wight  organised  by  the  manager  of  the  Whaddon  Way  Industrial  Unit,  Bletchley.  These  visits 
were  of  considerable  value  since  they  provided  opportunities  for  further  training  in  social  competence. 

Other  types  of  social  competence  training  were  undertaken  in  the  form  of  initiative  tests  such  as 
use  of  the  telephone,  journeys  on  public  transport  without  supervision,  and  supervised  and  unsuper- 
vised shopping  expeditions.  Personal  hygiene  and  appearance  were  subjects  included  in  the  training  as 
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were  road  safety  and  money  values.  Speech  training  was  provided  and  discussion  groups  organised. 
Instruction  was  also  given  in  football,  cricket,  tennis  and  netball. 


8.  Admissions  to  schools  and  industrial  units 

The  following  table  shows  the  number  of  children  and  adults  on  the  registers  at  the  end  of  the  year: 

Schools  Industrial  Units 


Male 

Female 

Total 

Male 

Female 

Total 

Aylesbury 

32 

14 

46 

22 

17 

39 

Bletchley 

15 

12 

27 

37 

20 

57 

Chesham 

31 

19 

50 

11 

12 

23 

High  Wycombe  . . 

24 

24 

48 

27 

13 

40 

Slough*  . . 

41 

30 

71 

26 

30 

56 

Total  . . 143 

99 

242 

123 

92 

215 

including  12  adults  at  the  Slough  Workshops  of  the  National  Society  for  Mentally  Handicapped 
Children. 


9.  Adults  hostels 

The  general  principle  adopted  in  the  provision  of  residential  hostels  is  that  they  should  function 
as  substitute  homes  in  which  each  resident,  as  a member  of  the  family,  should  be  encouraged  to  retain 
his  individuality  and  personality.  This  is  necessary  in  order  that  the  maximum  of  self-confidence  and 
social  ability  may  develop  within  each  person’s  limits,  this  helping  towards  the  ultimate  goal  of  an 
independent  life  in  the  community. 

The  policy  continued  of  admitting  residents  within  certain  age  groups  rather  than  within 
handicap  categories.  In  this  way  it  was  possible  to  provide  facilities  suitable  to  the  age  groups,  including 
the  provision  of  newspapers,  periodicals,  television  viewing,  record  playing,  sports  and  games.  It  was 
noted,  however,  that  the  majority  of  residents  were  not  attracted  to  organised  activities.  Residents 
were  encouraged  to  seek  recreation  outside  the  hostel;  to  build  up  a circle  of  friends  not  connected  with 
hostel  life;  to  attend  day  and  evening  educational  classes;  and  to  join  in  the  activities  of  social  clubs 
organised  by  local  societies. 

The  majority  of  mentally  ill  residents  admitted  to  the  hostels  were  from  psychiatric  hospitals, 
having  completed  their  treatment  but  being  still  in  need  of  the  support  given  by  hostel  life. 

All  admissions  to  the  hostels  were  made  after  a joint  assessment  by  the  Principal  Medical  Officer 
responsible  for  the  service  and  the  senior  social  worker  concerned  with  hostels;  hospital  psychiatrists 
were  likewise  consulted  where  appropriate. 


65 


10.  Other  residential  care 

(a)  Short  term 

The  following  table  gives  an  indication  of  the  number  of  admissions  arranged  during  the  year  for 


short  residential  care  (e.g.,  to  relieve  the  family); 
theses: 


National  Health  Service  hospitals 

Local  authority  residential  accommodation  . . 

Elsewhere 

Total  . . 


corresponding  figures  for  1967  are  shown  in  paren- 


Under  16  Over  16 


Male 

Female 

Male 

Female 

Total 

45  (33) 

24  (33) 

2 

(4) 

6(4) 

77  (74) 

8(11) 

8 (4) 

3 

(3) 

5(2) 

24  (20) 

- (1) 

- B 

- 

(-) 

- 0) 

- (1) 

53  (44) 

32  (37) 

5 

(7) 

11(7) 

101  (95) 

(b)  Permanent  care 

The  number  of  patients  on  the  waiting  list  at  the  end  of  the  year  for  admission  to  psychiatric 
hospitals  for  the  mentally  subnormal  is  given  below;  corresponding  figures  for  1967  being  shown  in 
parentheses: 

Under  16  Over  16 


Male 

Female 

Male 

Female 

Total 

In  urgent  need  of  hospital  care 

. 28  (23) 

14  (14) 

8(11) 

-(-) 

50  (48) 

Not  in  urgent  need  of  hospital  care  . . 

• 6 (6) 

5 (7) 

8(13) 

5(6) 

24  (32) 

Total  . 

. 34  (29) 

19  (21) 

16  (24) 

5(6) 

74  (80) 

All  those  on  the  waiting  list  are  unsuitable  for  life  at  home  or  in  a hostel  and  consequently  require 
hospital  care. 

11.  Registered  homes 

The  following  private  residential  homes  for  mentally  disordered  persons  are  registered  by  the 
County  Council  under  the  Mental  Health  Act,  1959: 


Name 

Registration 

Lynwood,  Woburn  Sands 

6 severely  subnormal  men 

Mount  Tabor,  Wingrave 

7 severely  subnormal  women  and 

12  severely  subnormal  girls 

National  Society  for  Mentally  Handicapped 

Children  Hostel,  Slough 

28  severely  subnormal  men  and  women 

12.  Social  clubs 

v... 

These  clubs,  which  are  attended  by  residents  of  the  hostels,  by  trainees  from  the  industrial  units 
and  by  some  patients  from  local  hospitals,  were  usually  organised  by  local  societies  for  mentally 
handicapped  children.  Grants  towards  the  cost  of  running  some  of  those  which  met  weekly  were  made 
by  the  County  Council.  The  clubs  pay  an  important  part  in  the  provision  of  social  contacts  for  those 
attending  and  are  sometimes  the  first  outside  contact  made  by  the  hostel  residents. 
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13.  Statistics 


At  the  end  of  the  year  only  four  cases  remained  under  guardianship. 

Details  of  hospital  admissions  (corresponding  figures  for  1967  are  shown  in 

parentheses) 

follows : 

For  observation  (Section  25) 



221 

(216) 

For  treatment  (Section  26) 



32 

(25) 

In  emergency  (Section  29) 



21 

(18) 

By  order  of  court  (Section  60) 



— 

(1) 

Total  . . 

274 

(260) 
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SOCIAL  WORK 

The  review  of  the  social  work  services  falls  into  three  main  categories  which  are  common  to  any 
professional  service  namely,  practice;  staffing  and  recruitment;  and  the  staff  development  programme, 
which  should  feed  in  training  and  further  development  of  skills  already  learnt  and  new  knowledge 
required.  Research  is  another  component  basically  essential  to  a service  but  the  most  difficult  to  develop 
in  times  of  pressure  and  shortages.  Student  training  is  an  important  contribution  to  national  resources 
in  which  the  service  is  also  involved. 


1.  Practice 

Although  organisation  may  vary  in  detail  in  each  of  the  area  teams  the  basic  services  provided  are 
similar.  All  members  of  the  staff  apart  from  the  social  welfare  officers  for  the  blind  carry  a mixed  case 
load.  A unified  social  worker  service  demands  a close  examination  of  the  balance  of  allocation  of  case 
work  services  to  a wider  range  of  clients.  In  some  cases  a “smothering”  welfare  service  given  in  previous 
years  to  one  section  of  the  handicapped  has  produced  a dependency  on  the  workers  which  has  not  been 
in  the  best  interest  of  the  persons  concerned  and  has  become  unacceptable  to  the  social  workers  who 
are  aware  of  other  persons’  pressing  needs  for  more  constructive  social  help.  The  habit  of  some  of 
expecting  an  over-protective  service,  the  demand  of  emergency  work  and  crisis  situations,  and  the 
obvious  needs  for  skilled  social  work  over  a wide  range  of  clients,  make  the  sorting  out  of  priorities 
an  urgent  but  complicated  task.  There  are  many  opportunities  for  development  but  resources  are  limited 
and  it  is  impossible  at  present  to  give  the  kind  of  service  which  should  be  available  in  community  care. 
Because  of  the  present  high  proportion  of  untrained  to  trained  and  senior  staff  a heavy  burden  is  placed 
on  the  latter,  who  have  not  only  to  undertake  the  bulk  of  the  work  with  clients  and  families  who  have 
complex  problems  but  also  have  heavy  commitments  in  supervision  and  administrative  duties. 

As  part  of  a course  for  senior  welfare  officers  organised  by  the  Council  for  Training  in  Social  Work, 
three  area  welfare  officers  and  deputies  undertook  a project  to  measure  the  case  loads  of  social  workers 
in  three  areas.  The  result  of  this  survey  showed  that  social  workers  were  carrying  even  heavier  case 
loads  than  was  appreciated,  case  loads  being  particularly  heavy  in  the  two  larger  areas.  It  suggested 
that  part-time  social  workers  gave  a good  return,  i.e.  a qualified  half-time  worker  tended  to  be  able  to 
deal  with  more  than  the  proportional  number  of  cases. 

Some  interesting  new  developments  have  been  undertaken  during  the  year.  The  home  haemodialysis 
programmes  of  various  hospitals  have  brought  into  the  community  care  services  a few  seriously  sick 
people  who  have  been  able  to  make  a remarkable  recovery  through  the  use  of  kidney  machines.  The 
hospital  staff  take  responsibility  for  advice  on  house  alterations  and  case  management  at  home,  but 
community  social  workers  are  now  being  brought  in  to  give  support  and  help  to  patients  and  their 
families  with  the  personal  and  social  difficulties  arising  from  the  treatment.  In  order  to  develop  close 
co-operation,  a group  of  county  social  workers  recently  met  with  the  team  at  the  United  Oxford  Hospi- 
tals to  discuss  problems  of  aftercare. 

Social  workers  are  also  being  asked  to  help  with  the  establishment  outside  hospital,  of  high  spinal 
injury  patients,  with  extensive  paralysis,  who  under  certain  circumstances  are  trying  to  maintain  them- 
selves in  the  community.  These  patients  require  to  live  within  easy  access  of  the  spinal  unit  at  Stoke 
Mandeville  Hospital  and  have  a number  of  special  problems  which  are  not  easy  to  solve. 

Because  of  the  shortage  of  hospital  beds  and  suitable  residential  accommodation,  the  care  of 
psychogeriatric  patients  in  the  community  has  become  a much  more  demanding  problem  in  which  the 
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resources  available  to  support  the  families  and  the  patients  are  stretched  beyond  their  limits.  It  takes 
an  amount  of  time  and  skill  which  is  disproportionate  to  effective  results  and  to  the  demands  of  other 
sick  and  handicapped  persons  for  help. 

In  July,  the  moral  welfare  worker  in  the  North  Buckinghamshire  area,  who  had  carried  a dual 
role  in  this  work  and  in  health  visiting,  left  and  it  was  decided  that  the  work  more  properly  belonged 
within  the  range  of  social  work  services.  Agreement  was  reached  with  the  diocesan  authorities  that  the 
next  worker  appointed  should  be  a full  member  of  the  area  team  but  should  have  special  responsibility 
for  liaison  with  the  diocesan  council  for  social  work.  This  scheme  is  working  well  and  the  evidence  is 
that,  given  the  knowledge  of  resources  available,  this  work  belongs  to  the  main  stream  of  social  work 
and  can  be  satifactorily  undertaken  by  qualified  staff  who  have  had  a good  generic  training. 

From  North  Bucks,  too,  comes  the  following  report  of  a new  venture: 

“The  Leon  Club  was  started  in  September  1968  as  a social  club  for  people  who  have  either 
been  in-patients  or  out-patients  at  a psychiatric  hospital.  It  was  decided  that  the  club  should  be  run 
as  a purely  social  club,  and  although  it  may  in  many  ways  be  therapeutic,  this  is  not  the  main 
function  of  the  club. 

Currently,  there  are  about  fifteen  members,  and  new  members  are  referred  by  general 
practitioners  and  psychiatrists.  These  referrals  are  considered  by  the  social  workers  involved  in  the 
running  of  the  club  and,  if  suitable,  are  invited  to  join. 

The  programme,  so  far,  has  been  as  varied  as  possible,  but  choice  of  subjects  has  been 
controlled  to  a certain  extent  by  limited  finances.  However,  several  outside  speakers  and  enter- 
tainers have  offered  their  services  free  of  charge.  With  the  help  of  funds  from  voluntary  organisa- 
tions we  were  able  to  organise  a Christmas  party  and,  early  in  the  new  year,  an  outing  to  an 
ice  show  was  arranged.  Other  entertainment  such  as  beetle  and  whist  drives,  and  quizes 
were  arranged  by  the  social  workers. 

One  of  the  limiting  factors  has  been  the  lack  of  adequate  transport  and  this  has  restricted  the 
growth  of  the  club  to  members  from  the  Bletchley  area.  Attempts  to  involve  local  voluntary 
associations  have  so  far  been  unsuccessful  in  this  respect. 

It  is  intended  that  the  club  should  cater  for  all  age  groups  and  all  mental  illnesses,  with  the 
possible  exception  of  psychogeriatrics,  but  so  far  it  has  been  found  that  younger  members  have 
difficulty  in  becoming  fully  integrated.” 

In  November  1968,  at  the  request  of  a general  practitioner  in  Aylesbury,  the  attachment  of  one 
social  worker  part-time  to  the  practice  was  started.  This  practice  consists  of  two  general  practitioners 
and  the  majority  of  their  patients  live  on  a Greater  London  Council  overspill  estate  where  there  are 
considered  to  be  special  social  features.  This  is  being  regarded  as  an  experiment  and  it  is  too  early  to 
draw  any  conclusions,  but  already  it  has  been  noted  that  a high  proportion  of  the  referrals  have  a 
socio-psychological  content  and  the  basis  of  most  of  the  work  is  family  casework.  It  already  seems 
evident  that  attaching  a social  worker  to  a practice  alters  in  many  respects  the  type  of  referral  made. 


2.  Staffing  and  recruitment 

During  the  year  the  headquarters  staff  structure  was  taken  a step  further.  The  appointment  of 
principal  social  worker  forecast  as  early  as  1965  when  the  new  structure  of  social  workers  was  adopted 
was  agreed  upon  and  Miss  E.  R.  Gloyne  was  promoted  to  this  post.  This  development  will  provide  the 
much-needed  opportunity  to  take  a direct  part  at  headquarters  level  in  social  work  administration  and 
practice,  without  which  improvement  of  standards  through  staff  development  and  training  can  become 
self-defeating  and  frustrating.  A new  social  work  training  officer,  Miss  S.  de  Gruchy,  joined  the  service 
in  September  bringing  much-needed  experience  in  psychiatric  social  work  and  in  working  with  children. 
In  July,  Miss  M.  Slack,  who  had  held  the  post  as  senior  psychiatric  social  worker  and  had  worked 
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with  special  cases  and  with  mental  health  hostel  residents  since  1963,  retired.  She  had  been  the  first 
psychiatric  social  worker  to  join  the  county  staff  and  had  pioneered  professional  social  casework  in  the 
mental  health  service  with  patience  and  determination  and  a store  of  wisdom  gathered  from  many 
years  of  experience  in  local  authority  work. 

Three  new  posts  were  added  to  the  establishment  and  two  of  these  were  used  for  the  appointment 
of  deputy  area  welfare  officers  in  the  smaller  areas,  thus  bringing  them  into  line  with  the  remaining  areas. 
The  deputy  area  welfare  officer  for  South  Bucks  left  in  the  autumn  to  take  up  an  appointment  as 
divisional  social  worker  to  lead  a team  in  a neighbouring  county.  Recruitment  of  qualified  staff  remains 
difficult  in  a period  of  national  shortages,  but  the  service  has  done  better  this  year.  The  figures  are  as 
follows: 


Staff  recruitment 

Staff  with  professional  qualifications  ..  ..  ..  ..  ..  ..  12 

Staff  returning  from  secondment  . . . . . . . . . . . . 2 

Staff  with  the  certificate  of  the  College  of  Teachers  of  the  Blind  . . . . 3 

Staff  without  professional  qualifications  but  with  some  relevant  experience 

or  other  qualifications,  e.g.  degree  . . . . . . . . . . 8 

Trainees  . . . . . . . . . . . . . . . . . . . . 3 

Resignations  and  retirements 

Staff  with  professional  qualifications  . . . . . . . . . . . . 4 

Staff  with  certificate  in  social  work  and  certificate  of  the  College  of  Teachers 

of  the  Blind  . . . . . . . . . . . . . . . . . . 1 

Staff  without  professional  qualifications  but  with  some  relevant  experience 

or  other  qualification,  e.g.  degree  . . . . . . . . . . . . 1 

Trainees  . . . . . . . . . . . . . . . . . . . . 2 


3.  Staff  development  and  in-service  training 

The  year’s  work  inevitably  has  a pattern  which  is  geared  to  the  academic  rather  than  the  calendar 
year.  Trainees  leave  the  department  on  secondment  at  the  end  of  August  or  in  September  and  new 
trainees  arrive  to  take  their  places.  The  usual  day  release  course  has,  therefore,  to  fit  in  with  this 
programme.  The  1967/68  course  finished  in  June  and  a new  one  began  in  October  1968  which  will  run 
through  into  1969.  One  or  two  educational  welfare  officers  have  joined  both  courses,  which  have  been 
larger  than  previously.  Green  Park  Youth  Training  Centre  has  continued  to  be  the  home  for  the 
courses  through  the  kindness  of  the  Chief  Education  Officer  and  the  Warden.  Four  trainees  attended  a 
two-day  residential  course  at  Green  Park  for  trainees  from  Health  and  Welfare  and  Children’s  Depart- 
ments from  several  neighbouring  local  authorities.  This  was  an  experiment  both  in  joining  together  for 
in-service  training  and  in  being  resident  and  it  was  very  successful.  Nine  staff  were  successful  in  getting 
places  on  professional  courses  and  one  for  a university  diploma  in  social  studies,  and  eight  were 
seconded. 

Staff  have  also  attended  seminars  arranged  by  university  extra-mural  departments  or  professional 
social  work  groups,  and  other  short  courses.  Three  senior  staff  attended  a sandwich  course  on  staff 
supervision  and  teaching  arranged  by  the  Council  for  Training  in  Social  Work  and  chose,  as  their 
project  study,  to  do  a survey  of  case-loads  in  their  respective  areas. 

The  staff  supervisors’  group  has  continued  to  meet  to  discuss  supervision  of  younger  staff  and 
trainees  and  to  keep  itself  in  touch  with  new  developments.  The  group  had  a two-day  conference  at 
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Missenden  Abbey  on  staff  supervision  at  which  Mr.  F.  King,  one  of  the  organising  tutors  for  the 
London  Boroughs  Training  Committee  and  Miss  Keenleyside,  Divisional  Social  Worker,  Herts 
health  and  welfare  services,  introduced  subjects  and  took  part  in  discussion.  The  supervisors  found  it 
most  profitable  to  be  able  to  spend  an  uninterrupted  period  studying  and  discussing  together  away 
from  the  calls  of  daily  work. 

4.  Research 

One  social  worker  has  been  involved  in  a small-scale  project  in  connection  with  the  cervical  cytology 
service  in  which  hospital,  general  practitioner  and  health  department  services  have  joined  together. 
The  interviews  were  begun  and  completed  in  1968  and  the  writing  up  should  be  finished  in  the  first 
half  of  1969. 

5.  Student  training 

The  senior  staff  continue  to  be  involved  in  the  training  of  social  work  students.  Over  the  year 
eleven  of  them  have  had  students  at  the  professional  stage  and  others  have  had  pre-professional 
students  for  shorter  periods. 

High  Wycombe  College  of  Technology  and  Art,  Certificate  in  Social  Work  course: 


Long  term  placements  . . 
Observation  placements 
Residential  placements  . . 


12 

4 

2 


Nine  students  nurses  from  St.  John’s  Hospital  made  visits  of  observation  to  the  department,  and 
one-and-a-half  days  of  lectures,  discussion  and  case  presentation  were  also  arranged  for  them  at 
St.  John’s.  The  department  is  again  indebted  to  St.  John’s  for  arranging  visits  of  observation  there  for 
social  work  trainees  and  for  social  workers  preparing  to  undertake  statutory  duties. 
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INSPECTION  AND  SUPERVISION  OF  FOOD 

(Under  the  Food  and  Drugs  Act,  1955) 


Mr.  G.  L.  Davis,  the  Chief  Inspector,  has  kindly  submitted  the  following  report: 

1.  Composition  and  quality 

1,401  samples  of  food  and  drugs  were  taken  for  analysis  both  for  composition  and  the  detection  of 
preservatives  or  other  additives  at  undesirable  levels.  435  of  these  were  submitted  to  the  public  analyst 
who  commented  adversely  upon  48  of  them.  The  samples  may  be  classified  as  follows: 

Almond  marzipan,  biscuits,  Bombay  duck,  bread  and  bread  sticks,  bronchial  mixture,  butter, 
cakes  and  cake  decorations,  cereals,  cheese  and  cheese  products,  cherry  flake,  chewing  gum, 
chocolates  and  chocolate  products,  including  diabetic  chocolate,  chutney,  coffee,  corn  flour, 
cough  linctus,  cream,  creamed  horseradish,  curry  powder  and  curry  products,  custard 
powder,  dripping,  essences,  fish  and  fish  products,  flavourings  and  colourings,  flour,  frozen, 
tinned  and  dehydrated  fruit  and  vegetable,  fruit  drinks,  fruit  juices,  fruit  malt  loaf,  fruit 
pies,  gelatine,  gravy,  gravy  mixes  and  meat  stock  preparations,  gripe  water,  halibut  liver  oil 
capsules,  hazelnut  spread,  Indian  brandee,  ice  cream,  iced  lemon  tea  mix,  Instant  Postum, 
jams,  jellies,  lard,  low  fat  spread,  macprim,  margarine,  meat  products,  meat  and  fish  pastes 
and  spreads,  meringue,  milk  and  milk  products,  including  instant  milk,  pastry,  peanut  butter, 
pease  pudding,  pepper,  Polish  sausage  with  sauerkraut,  quick  jel,  raising  powder,  sandwich 
spread,  sauces,  seasonings  and  stuffings,  shredded  suet,  soft  drinks,  spaghetti  Bolognese, 
spirits,  sugar,  sweeteners,  sweets,  tea,  vegetable  oil  shortening,  vinegars,  vitamin  tablets, 
yeast  tablets. 

928  samples  of  milk  were  tested  in  the  department’s  laboratory;  all  but  one  were  genuine  oi 
varied  slightly  from  the  standard  laid  down  by  the  Sale  of  Milk  Regulations.  Investigation  of  the 
unsatisfactory  sample  confirmed  the  suspected  adulteration. 

161  samples  were  taken  at  schools  under  the  milk  in  schools  scheme  or  at  hospitals,  children’s 
homes  and  old  persons’  homes.  All  were  satisfactory. 

There  were  48  complaints  from  the  public  concerning  alien  matter  in  food  products  or  their 
containers.  The  public  analyst  examined  17  of  these  samples;  the  remaining  31  were  dealt  with  in  the 
department’s  laboratory. 

There  were  1 1 prosecutions  during  the  year.  One  concerned  bulk  milk  to  which  water  had  been 
added  and  five  others  concerned  bottled  milk.  In  one  case  the  bottle  had  not  been  properly  cleansed 
before  filling  and  in  the  other  cases  bottles  contained  a slug,  broken  glass,  sand  and  the  larva  of  a 
fly  respectively.  A sweet  contained  a metal  screw,  and  a jar  of  sandwich  spread  contained  a piece  of 
glass.  Finally,  two  apricot  pies  and  a pineapple  cream  cake  were  mouldy. 

Pesticide  residues  in  foodstuffs 

The  department  is  participating  in  a scheme  which  has  as  its  aim  a systematic  enquiry  into  the 
extent  of  the  contamination  of  foodstuff's  by  organo-chlorine,  organo-phosphorus  and  metallic  pesticide 
residues. 
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Samples  of  bacon,  bread,  cheeses,  dripping,  fresh  fruit,  lard,  lettuce,  meat  products,  milk,  onions, 
sausages  and  tinned  fruit  have  been  submitted  for  test  and  all  were  found  to  be  free  from  such  con- 
tamination. 

Liquid  egg  pasteurisation 

There  are  no  egg  pasteurisation  plants  in  the  administrative  county. 


2.  Testing  of  milk  under  the  Food  and  Drugs  Act,  1955  and  Milk  and  Dairies  Regulations 

Tubercle  and  Brucella  infection 

Bulk  milk  samples  are  taken  from  farms  for  guinea  pig  inoculation  tests  to  detect  tubercle  and 
brucella  abortus  infection.  The  District  Medical  Officer  is  informed  of  positive  results  so  that  human 
consumption  of  the  milk  in  its  raw  state  may  be  prevented. 


(0 

samples  of  raw  milk  examined  . . 

187 

(ii) 

cows  involved 

5,676 

(iii) 

positive  tuberculous  samples 

0 

(iv) 

positive  brucella  samples 

9 

The  above  samples  were  also  tested  for  the  presence  of  penicillin  and  were  found  satisfactory. 
Special  designations 

There  are  now  6 milk  pasteurising  plants  licensed  by  the  County  Council  (one  new  plant  having 
been  licensed  during  the  year)  which  pasteurise  approximately  18,000  gallons  daily.  234  samples  were 
taken  at  the  plants;  2 failed  the  phosphatase  test  and  6 failed  the  methylene  blue  test. 

All  designations  of  milk  are  sold  in  the  county;  there  are  313  licensed  dealers.  320  samples  have 
been  taken;  10  samples  of  untreated  milk  and  7 of  pasteurised  milk  failed  the  methylene  blue  test  and 
one  sample  of  pasteurised  milk  failed  the  phosphatase  test.  The  dealers  were  warned  and  subsequent 
samples  were  satisfactory. 

159  samples  of  pasteurised  milk  delivered  to  schools  and  other  County  Council  establishments 
were  checked  and  all  were  satisfactory.  Supplies  of  untreated  milk  to  one  school  and  one  old  persons’ 
home  were  also  satisfactory. 

Specified  Area  Orders  require  that  only  special  designations  of  milk  may  be  sold  in  Buckingham- 
shire. 547  visits  were  made  and  713  samples,  all  satisfactory,  were  taken. 
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HOUSING 


Housing 

The  Ministry  inaugurated  a five-year  plan  of  slum  clearance  in  1955  when  housing  authorities 
were  required  to  submit  proposals  for  dealing  with  unfit  houses  within  that  period.  The  position  in 
rural  areas  in  Bucks  is  summarised  below: 

HOUSING  AUTHORITIES  SLUM  CLEARANCE  PROPOSALS 


Total  number 
of  permanent 
houses  in 
area  at 
31.12.55 

ACTION  PROPOSED  IN  FIRST  5 YEARS 

Total  number 
of  houses 
demolished  or 
closed  from 
Dr  January, 
1955-3Dr 
December, 
1968 

Housing  Authority 

Estimated 
number  of 
unfit  houses 

Number  o 

/ houses  to  be  d 

emolished 

Individual 

houses 

Houses  in 
clearance 
areas 

Total  number 
of  houses  to 
be  demolished 

RURAL  DISTRICTS 
Amersham  . . 

13,000 

265 

265 

265 

301 

Aylesbury 

8.681 

314 

219 

95 

314 

224 

Buckingham 

2,500 

116 

14 

102 

116 

160 

Eton 

12,994 

264 

15 

249 

264 

448 

Newport  Pagnell 

4,958 

188 

100 

— 

100 

256 

Wing 

2,792 

126 

116 

10 

126 

202 

Winslow 

2,531 

35 

20 

15 

35 

85 

Wycombe 

12,800 

430 

178 

.■  — 

178 

287 

Total  . . 

60,256 

1,738 

927 

471 

1,398 

1,963 

The  Ministry’s  progress  reports  on  new  housing  are  cumulative  from  April  1945.  The  following 
table  shows  the  progress  made  by  the  rural  local  authorities  to  31st  December,  1968. 


NEW  HOUSING— SUMMARY  OF  PROGRESS  TO  31st  DECEMBER,  1967 


PERMANENT  HO  USING 

Total 

permanent 

houses 

completed 

Local  authoritities 

Local  authorities 

Private 

builders 

Under 

construction 

Completed 

Under 

construction 

Completed 

RURAL  DISTRICTS 

Amersham 

114 

2,366 

778 

7,010 

9,376 

Aylesbury 

28 

1,961 

98 

2,452 

4,413 

Buckingham 

24 

486 

50 

462 

948 

Eton 

100 

2,938 

258 

5,301 

8,239 

Newport  Pagnell 

24 

773 

98 

958 

1,731 

Wing 

22 

905 

29 

681 

1,586 

Winslow 

30 

563 

83 

892 

1,455 

Wycombe 

37 

2,617 

203 

8,647 

11,264 

Total 

379 

12,609 

1,597 

26,403 

39,013 
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GENERAL 


1.  Capital  Building  Works 

The  continuing  restrictions  on  capital  expenditure  resulted  in  little  real  progress  being  made  in 
the  implementation  of  the  County  Council’s  health  and  welfare  development  programme.  It  was 
disturbing  to  find  that  no  new  housing  accommodation  for  district  nurse/midwives  became  available 
during  the  year.  In  these  circumstances  it  is  difficult  to  see  how  these  most  essential  services  can  be 
maintained  for  the  rapidly  increasing  population  since  the  ability  to  offer  good  housing  accommodation 
is  of  supreme  importance  when  trained  staff  is  being  recruited. 


(a)  Works  completed  : 

Aylesbury 

Buckingham 

Chesham 

Farnham  Common 
Great  Missenden 
Princes  Risborough 

(b)  Under  construction: 

Beaconsfield 

Chesham 

Farnham  Common 
Holmer  Green 
Slough 

Winslow 


Additional  classroom  at  Park  School. 
Ambulance  station. 

Fleritage  House  School. 

Industrial  unit. 

Improvements  and  alterations  at  welfare  home. 
Welfare  home. 

Welfare  home. 


Two  houses  for  district  nurses  with  garages  and  district  room. 
Two  houses  for  district  nurses  with  garages  and  district  room. 
Two  houses  for  district  nurses  with  garages  and  district  room. 
Welfare  home. 

Two  staff  houses  at  Wexham  Court  welfare  home. 

Extensions  to  occupational  therapy  unit. 

Health  centre. 


2.  Nurseries  and  Child  Minders  Regulation  Act,  1948 

The  Nurseries  and  Child  Minders  Regulation  Act,  1948  was  amended  by  Section  60  of  the  Public 
Health  and  Health  Services  Act,  1968,  which  became  effective  on  1st  November,  1968. 

Registration  is  now  needed  in  respect  of: 

(a)  premises  where  it  is  proposed  to  look  after  one  or  more  children  for  a period  of  two  hours  or 
longer  during  the  day; 

(b)  persons  who  propose  to  look  after,  for  reward,  in  their  own  homes  for  a similar  length  of  time,  one 
or  more  children  who  are  not  related  to  them. 

Applications  for  registration  are  made  to  area  medical  officers  and  include  a statement  in  respect 
of  each  person  who  will  be  looking  after  children  that  she  has  not  been  disqualified  from  so  doing. 

The  premises  where  the  children  are  to  be  looked  after  are  visited  by  authorised  members  of  the 
staff  of  the  department  of  health  and  welfare  before  registration  and  at  suitable  intervals  thereafter. 

The  opportunity  was  taken  to  recommend  to  the  County  Health  Committee  that  uniform  standards 
for  registration  are  adopted  throughout  the  county,  and  at  the  time  of  writing  the  following  minimum 
standards  have  been  agreed : 
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(a)  Safe  facilities  which  are  easily  accessible  should  be  available  for  outside  play. 

(b)  The  premises  should: 

(i)  comply  with  the  requirements  of  the  chief  fire  officer; 

(ii)  when  a meal  is  supplied,  comply  with  the  requirements  of  the  relevant  food  hygiene 
regulation ; 

(iii)  be  adequately  heated  and  ventilated ; 

(iv)  be  in  a satisfactory  state  of  cleanliness; 

(v)  be  safe  for  children. 

(c)  The  minimum  of  clear  floor  area  should  be  at  the  rate  of: 

40  square  feet  per  child  aged  under  1 year 

30  square  feet  per  child  aged  1-2  years 
25  square  feet  per  child  aged  3-5  years 

(d)  Sanitary  accommodation : 

Easily  accessible  W.C.  and  hand-basin  facilities  should  be  provided. 

The  minimum  number  of  W.C’s  should  be  one  per  ten  children. 

Wash  basins  with  hot  and  cold  water  may  be  supplemented  by  portable  bowls  giving  an  overall 
provision  of  one  per  five  children.  Where  there  are  babies  or  very  young  children  in  the  group 
there  should  be  facilities  for  washing  them,  for  the  disposal  of  soiled  napkins,  and  for  the  storage 
of  chambers. 

(e)  Equipment: 

The  furniture  and  equipment  should  be  suitable  for  the  care  of  children. 

Adequate  play  material  should  be  provided. 

There  should  be  a first-aid  box  with  a minimum  approved  list  of  contents. 

The  name  and  telephone  number  of  a doctor  who  can  be  called  in  emergency  should  be  readily 
available  to  all  helpers. 

A register  should  be  kept  in  a prescribed  manner. 

(f ) Staff  requirements : 

A satisfactory  declaration  of  health  including  a recent  satisfactory  chest  x-ray  should  be  required 
for  everyone  having  the  day  care  of  children. 

The  staffing  standards  should  be  as  follows : 

(i)  Full  day  care : 

For  up  to  three  children,  one  adult  with  another  adult  who,  although  not  necessarily  on  the 
premises,  is  available  to  be  called  upon  at  short  notice  in  case  of  emergency. 

Two  adults  for  four  to  seven  children. 

For  more  than  seven  children,  help  with  cooking  and  domestic  work  must  be  available  and 
the  ratio  of  one  adult  to  five  children  (excluding  domestic  staff)  is  applicable. 

These  are  minimum  requirements  and  where  many  younger  or  handicapped  children  are 
cared  for  additional  staff  may  be  necessary. 

(ii)  Sessional  care  in  groups : 

Subject  to  a minimum  of  two,  one  adult  to  eight  children.  Additional  staff  may  be  required 
when  there  are  many  younger  and  handicapped  children  in  the  group. 

The  person  in  charge  of  a group  of  eight  or  more  children,  unless  she  is  a qualified  teacher  or 
a qualified  nursery  nurse,  should  be  encouraged  to  receive  some  training  in  the  care  of  young 
children.  Training  is  also  highly  desirable  for  all  helpers  and  for  those  caring  for  smaller 
groups  of  children. 

(g)  Adequate  precautions  should  be  taken  to  prevent  the  spread  of  infectious  diseases. 

(h)  Meals,  if  supplied,  should  be  adequate  in  quality  and  quantity. 
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The  graph  shows  the  increase  over  the  last  nine  years  of  nurseries,  child  minders  and  of  children 
for  whom  day  care  is  provided  in  this  way. 


3.  Registration  of  nursing  homes — Public  Health  Act,  1936 

At  the  end  of  the  year  eleven  nursing  homes  were  registered  for  the  admission  of  a total  of  204 
patients. 


A list  of  the  registered  homes  follows: 

Address 

The  Gables,  123  Wendover  Road,  Aylesbury  . . 

St.  Joseph’s,  Candlemas  Lane,  Beaconsfield 

Rosslyn,  46  Ledborough  Lane,  Beaconsfield 

West  Farm,  Emberton 

Withyfield,  Green  Lane,  Farnham  Common  . . 

White  House,  North  Park,  Gerrards  Cross 
The  Grange,  Amersham  Hill,  High  Wycombe  . . 

The  Nuffield  Nursing  Home,  Wexham  Street,  Slough  . 

*Stoke  Place,  Stoke  Poges 

The  Tyringham  Clinic  and  Institute  of  Natural  Healing 
Tyringham  House,  Tyringham 
Oaklands,  60  Station  Road,  Woburn  Sands 
*Not  receiving  patients  at  31st  December,  1968,  owing  to  extensive  fire  damage. 


Type 

Maternity. 

Maternity,  acute  surgical,  minor  surgical, 
medical,  convalescent,  aged  and  infirm. 

Minor  surgical,  medical,  convalescent,  aged 
and  infirm. 

Maternity. 

Convalescent,  aged  and  infirm. 

Medical,  convalescent,  aged  and  infirm. 
Maternity  (mother  and  baby  home). 

Acute  surgical,  minor  surgical,  medical. 
Convalescent,  aged  and  infirm. 

Medical,  convalescent. 

Convalescent,  aged  and  infirm. 


4.  Registration  of  disabled  persons’  or  old  persons’  homes — National  Assistance  Act,  1948 

At  the  beginning  of  the  year  28  homes  were  registered  and  during  the  year  three  further  registra- 
tions took  place.  No  registrations  were  cancelled  and,  at  31st  December,  the  31  homes  were  providing 
520  places  for  the  aged  and  infirm,  540  for  persons  with  epilepsy  and  55  for  young  adult  spastics. 


A list  of  those  homes  follows: 

Address 

Brook  House,  Wooburn  Green 

Calverton  Lodge,  Horsefair  Green,  Stony  Stratford 

Chalfont  Colony,  Chalfont  St.  Peter 

Chiltern  Cheshire  Home,  Gerrards  Cross 

Chilworth,  7 Rectory  Avenue,  High  Wycombe 

Dawn  House,  South  Park  Crescent,  Gerrards  Cross 

Fieldhead  Extra  Care  Club,  Bourne  End 

Gresham  House,  Weston  Road,  Olney 

Harrias  House,  Hedgerley  Lane,  Beaconsfield  . . 

Hipe  House,  Moulsoe,  Newport  Pagnell 


Description 

6 aged  persons. 

7 aged  or  infirm  persons. 

540  epileptic  persons. 

10  physically  handicapped  persons 
9 aged  or  infirm  persons. 

12  aged  persons. 

20  aged  or  infirm  persons. 

14  aged  or  infirm  persons. 

25  aged  persons. 

4 aged  or  infirm  persons. 
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Address 

Homeleigh,  196  High  Street,  Aylesbury 
Horton,  near  Slough 

Howard  House,  Vicarage  Way,  Gerrards  Cross 

Langholm,  8 Mandeville  Road,  Aylesbury 

Manor  House,  Broughton,  Newport  Pagnell 

Ponds,  Home  for  Young  Adult  Spastics,  Seer  Green 

Prestwood  Park  House,  Prestwood,  Great  Missenden 

Redlands,  Bulstrode  Way,  Gerrards  Cross 

Rock  House,  Austenwood  Lane,  Chalfont  St.  Peter 

St.  Dominies,  The  Lea,  Western  Avenue,  Denham 

Seven  Gables  Residential  Hotel,  Addington,  Winslow 

Swarthmore,  Gerrards  Cross 

Taplow  House,  Berry  Hill,  Taplow,  Maidenhead 

The  Orchard,  Stewkley 

The  Steps,  London  Road,  Great  Missenden 

Tickford  Abbey,  Newport  Pagnell 

Trout  Hollow,  Saunderton,  Princes  Risborough 

Westlands,  High  Street,  Olney 
White  Plains,  Tilehouse  Lane,  Denham 
“Whittington”,  Medmenham,  Near  Marlow  . . 
Woodlands  Park,  Wendover  Road,  Great  Missenden 


Description 

8 aged  or  infirm  persons. 

37  aged  or  infirm  persons 
27  aged  or  infirm  persons. 

7 aged  or  infirm  females. 

19  aged  or  infirm  persons. 

55  cerebral  palsy  cases. 

26  aged  persons. 

6 aged  persons. 

21  aged  persons. 

25  aged  persons. 

1 2 aged  or  infirm  persons. 

35  aged  or  infirm  persons. 

27  aged  or  infirm  persons. 

6 aged  or  infirm  persons. 

4 aged  or  infirm  persons. 

46  aged  or  infirm  persons. 

5 aged  or  infirm  persons  (not  otherwise 
handicapped). 

20  aged  or  infirm  persons. 

18  aged  persons. 

36  aged  or  infirm  persons. 

28  aged  persons. 
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RESEARCH,  PUBLICATIONS,  AND  POSTGRADUATE  AND 

OTHER  VISITORS 


1.  Research 

Operational  research  was  undertaken  during  the  year  on  the  project,  agreed  in  August  1967  by  the 
Nuffield  Medical  Centre  for  combined  research,  which  entailed  a study  of  the  history  of  52  women 
who  were  found  to  have  positive  smears  when  screened  during  the  period  July  1965  to  July  1967 
through  the  cervical  cytology  programme.  These  women  resided  in  the  Aylesbury  Borough  and  Ayles- 
bury Rural  District  Council  areas,  and  the  object  of  the  project  was  to  find  out  what  effect,  if  any,  the 
discovery  of  a positive  smear  had  on  their  lives,  medically,  socially  and  emotionally. 

Mrs.  Hollingsworth,  a medical  social  worker,  employed  on  a temporary  basis  by  the  Royal 
Buckinghamshire  and  Associated  Hospital  Management  Committee  with  money  made  available  from 
research  funds,  and  Miss  E.  R.  Gloyne,  Principal  County  Social  Worker,  interviewed  as  many  as 
possible  of  the  women,  together  with  paired  controls  who  had  negative  results  from  the  test  and  who 
were  matched  for  age,  reason  for  having  the  test,  district  in  which  they  lived  and  family  doctors.  The 
family  doctors  were  also  interviewed. 

Miss  E.  M.  Goldberg,  Director  of  Research  at  the  National  Institute  for  Social  Work  Training, 
acted  as  research  consultant.  The  results  of  the  interviews  are  being  written  up,  and  it  is  hoped  that 
an  article  on  this  research  will  be  published  as  soon  as  possible. 

Other  research  work  was  also  undertaken,  and  references  to  this  are  to  be  found  in  various  parts 
of  the  report. 

2.  Publications 

Burne,  B.  H.  (1968) — “Fathers  at  the  Delivery.”  Medical  Officer,  119;  143. 

“Points  of  View — the  advantages  of  fathers  being  present  at  childbirth.” 
International  Medical  Tribune,  1st  August,  1968. 

Reid,  J.  J.  A.  (1968) — “A  health  service  for  Milton  Keynes.”  Aylesbury,  Bucks  County  Council. 

Reid,  J.  J.  A.  (1968) — “Medical  care  in  the  community:  the  future  role  of  the  Medical  Officer 
of  Health.”  Journal  of  the  Royal  College  of  General  Practitioners,  15;  175. 

Reid,  J.  J.  A.  (1968) — Foreword  in  “The  Way  Ahead”  by  E.  Hockey,  London;  Queen’s  Institute 
of  District  Nursing. 

Reid,  J.  J.  A.  (1968) — Evolving  practice  in  National  Health  Service.  Twentieth  Centenary 
Conference;  Report,  London,  H.M.S.O. 

3.  Visitors 

A wide  variety  of  postgraduate  and  undergraduate  visitors  was  received  in  the  Department. 

Two  undergraduates  from  the  Royal  Free  Hospital  School  of  Medicine  (University  of  London) 
spent  part  of  their  elective  periods  of  study  in  the  county,  when  detailed  programmes  were  prepared 
for  their  visit  designed  to  show  them  as  much  as  possible  of  all  aspects  of  the  domiciliary  health  and 
welfare  services. 

The  head  medical  social  worker  of  University  College  Hospital,  Ibadan,  Nigeria,  visited  the 
Department  as  a Rowntree  Fellow  on  the  course  on  Advanced  Studies  in  Social  Work  at  the  London 
School  of  Economics.  A deputy  superintendent  of  home  nurses  from  Helsinki  came  to  see  something 
of  the  work  of  the  home  nursing  and  social  work  staff.  A party  of  youths  from  Russia  also  came  to 
see  these  services,  when  the  opportunity  was  taken  to  learn  as  much  as  possible  about  the  type  and 
range  of  the  health  services  in  their  country. 
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A doctor  from  Turkey,  who  had  been  granted  a World  Health  Organisation  Fellowship,  spent 
four  days  in  the  Department  studying  the  Council’s  health  and  welfare  services,  whilst  a social  worker 
from  Hong  Kong  spent  four  days  seeing  the  services  provided  for  the  disabled  in  the  South  Bucks 
health  area. 

Students  were  welcomed  from  the  University  of  London  Institute  of  Education,  Newlands  Teacher 
Training  College,  local  hospitals,  local  schools  when  engaged  in  specific  projects,  and  from  health 
visitor  training  establishments. 
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SANITARY  CIRCUMSTANCES  OF  THE  AREA 


1.  Water  supply 

The  Engineer  and  Manager  of  the  Bucks  Water  Board  has  supplied  the  following  report: 

“During  the  year  the  development  of  the  Board’s  source  at  Bourne  End,  near  Marlow,  has 
been  completed.  This  source  is  now  capable  of  yielding  5.0  million  gallons  per  day  and  has  already 
become  an  essential  element  in  the  Board’s  system  of  supplies. 

During  the  year  the  Board  have  started  upon  the  development  of  their  next  major  source 
in  the  southern  part  of  their  area,  namely  at  Medmenham.  On  this  site  a series  of  boreholes  have 
been  sunk  and  test  pumped  to  yield  a maximum  of  10  million  gallons  per  day.  A licence  under  the 
Water  Resources  Act  of  1963  has  been  granted  by  the  Thames  Conservancy  for  the  abstraction 
of  an  average  daily  quantity  of  4 million  gallons  per  day,  rising  in  1978  to  8 million  gallons  per 
day.  Over  the  next  few  years  the  necessary  works  will  be  designed  and  constructed  for  harnessing 
the  Medmenham  source  and  this  will  further  reinforce  the  Board’s  supplies. 

In  April  1968,  the  Board  commenced  to  take  a small  quantity  of  water  from  the  Great  Ouse 
Water  Authority  at  Ampthill.  This  water  is  abstracted  from  the  River  Great  Ouse  at  Offord  and 
stored  in  the  large  storage  reservoir  at  Grafham.  After  treatment  the  water  is  distributed  in  bulk 
over  a wide  area,  including  Luton  and  Northampton.  The  Bucks  Water  Board’s  water  from  this 
source  is  conveyed  by  gravity  to  Woburn  Sands  and  is  at  present  distributed  throughout  the 
greater  part  of  Newport  Pagnell  Rural  District. 

During  the  year  51  miles  of  new  mains  have  been  laid  and  a record  number  of  5,116  new 
properties  have  been  connected;  this  number  considerably  exceeds  the  previous  highest  annual 
total  of  3,645  new  connections  and  it  is  particularly  notable  that  for  the  first  time  the  greater  part 
of  the  new  connections  have  been  in  the  northern  part  of  the  Board’s  area. 

The  upward  trend  in  water  demand  continues  steadily  and  the  average  consumption  of  water 
for  all  purposes  per  head  of  population  throughout  the  whole  of  the  Board’s  area  is  now  just  over 
53  gallons  per  day.” 


2.  Fluoridation  of  public  water  supplies 

In  1963  the  County  Council  agreed  in  principle  to  the  making  of  arrangements  with  local  water 
undertakers  for  the  addition  of  fluoride  to  water  supplies  in  the  county  which  are  deficient  in  it 
naturally. 


82 


Three  proposals  were  submitted  during  the  year  1968  to  implement  the  recommendations  of  the 
Ministry  of  Housing  and  Local  Government  that  fluoridation  of  public  water  supplies  be  adopted. 

The  Borough  of  Buckingham  decided  to  instal  the  necessary  equipment  at  their  two  pumping 
stations  during  1969. 

The  Bucks  Water  Board  proposed  to  fluoridate  the  water  supplies  from  their  Radnage  pumping 
station  during  1969. 

The  Urban  District  Council  of  Chesham  proposed  to  instal  the  necessary  apparatus  to  fluoridate 
the  town’s  water  supply,  but  in  December  the  Council  decided  to  withdraw  their  proposal. 


3.  Rural  Water  Supplies  and  Sewerage  Acts 

(a)  The  Ministry  of  Housing  and  Local  Government  and  the  County  Council  continue  to  make 
grants  towards  the  cost  of  approved  schemes  of  piped  water  supply  and  main  drainage  in  the 
rural  areas  of  the  county  and,  by  December  1968,  the  position  was  as  follows: 


65  schemes  of  water  supply  submitted  and  approved 
(53  schemes  completed) 

153  main  drainage  schemes  submitted  and  approved 
(140  schemes  completed  or  in  progress) 


Total  estimated 
cost  £1,583,935 
Total  estimated 
cost  £8,621,393 


The  schemes  of  water  supply  completed  during  1968  were  as  follows: 

Bucks  Water  Board  Barton  Hartshorn. 

Chiltern  Grounds  Farm. 

Back  Lane,  Winslow. 

The  schemes  of  drainage  completed,  or  in  progress,  during  1968  were  as  follows: 


Amersham  Rural  District  Council 
Aylesbury  Rural  District  Council 
Buckingham  Rural  District  Council 


Eton  Rural  District  Council 


Wing  Rural  District  Council 


Knotty  Green  area. 

Haddenham  and  Kingsey. 

Preston  Bissett. 

Shalstone. 

Westbury. 

Datchet. 

Farnham  Royal,  stage  4. 

Gerrards  Cross,  Camp  Road  area. 
Gerrards  Cross,  Fulmer  Road. 
Horton  and  Wraysbury,  stage  2. 
Stoke  Poges,  stage  6. 
Edlesborough  and  Northall. 


A further  three  drainage  schemes  and  two  water  supply  schemes  were  submitted  and  approved 
during  the  year,  and  the  details  of  these  are  given  below: 

(b)  Drainage  schemes  Estimated  cost 


Eton  Rural  District  Council 

Datchet  main  drainage. 

£954,250 

Newport  Pagnell  Rural  District  Council  Walton  drainage  scheme 

£7,000 

Wycombe  Rural  District  Council 

Lacey  Green  and  Loosley  Row 

Water  supply  schemes 

drainage  scheme. 

£251,000 

Bucks  Water  Board 

Extension  of  water  main  at 

Barton  Hartshorn. 

£700 

Extension  of  water  main  at  Stokenchurch  £713 

WELFARE  SERVICES 
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WELFARE  SERVICES 


(National  Assistance  Act,  1948) 


1.  Provision  of  welfare  accommodation 

The  year  under  review  was,  so  far  as  the  provision  of  residential  accommodation  for  the  elderly 
and  infirm  is  concerned,  one  of  strange  comparisons.  For  the  first  time  well  over  one  hundred  new 
places  in  welfare  homes  were  brought  into  use;  no  beds  were  closed  during  the  year  and  some  reduction, 
although  relatively  small,  was  made  in  the  list  of  old  people  awaiting  admission  to  such  homes.  This 
worthwhile  improvement  in  the  residential  services  for  the  elderly  and  infirm  was  achieved  during  a 
period  of  extreme  staffing  difficulties  in  the  central  office.  During  a period  of  approximately  nine  months 
the  post  of  senior  welfare  officer  in  the  welfare  section  was  vacant;  at  the  same  time  the  post  of  senior 
administrative  assistant  in  the  section  remain  unfilled  because  of  sickness.  Credit  is  due  to  those  mem- 
bers of  the  central  staff  who,  by  their  additional  effort  and  co-operation,  made  it  possible  for  the 
essential  welfare  services  to  be  maintained  and,  indeed,  increased. 

Two  purpose-built  homes,  each  providing  40  places,  were  opened  whilst,  at  Maids  Moreton  Hall, 
which  admitted  its  first  residents  on  13th  December,  1967,  the  majority  of  the  beds  available  were 
filled  early  in  1968.  The  new  homes — Chalk  Leys,  Great  Missenden,  and  Icknield  Court,  Princes 
Risborough — admitted  their  first  residents  in  June  and  October  1968  respectively. 

At  the  end  of  December,  nineteen  welfare  homes  were  being  directly  provided  by  the  County 
Council  and,  in  addition,  beds  were  being  provided  in  the  serviced  accommodation  at  Tindal  General 
Hospital,  Aylesbury.  The  indications  are  that  only  one  new  home  will  become  available  during  1969 
and  there  appears  little  doubt  that,  unless  there  is  a substantial  and  early  easing  of  financial  restrictions, 
curtailment  of  the  Council’s  development  plan  will  lead  to  a much  longer  waiting  list  for  admission,  an 
increase  in  the  average  age  of  residents  admitted,  and  additional  heavy  loads  both  for  the  staff  of  the 
homes  concerned  and  for  the  supportive  domiciliary  personnel  who  will  have  to  attempt  to  maintain 
old  and  infirm  people  in  the  community  beyond  the  time  when  admission  to  residential  accommodation 
is  desirable. 

At  the  beginning  of  the  year,  492  persons  were  awaiting  admission  to  residential  accommodation; 
at  the  end  of  the  year  that  total  had  been  reduced  to  482.  Of  the  latter,  comprising  121  men  and  361 
women,  42  were  in  need  of  “immediate”  admission;  282  were  in  the  category  “as  soon  as  possible”  and 
the  remaining  158  in  the  category  “when  accommodation  is  available”.  From  these  figures  it  will  be 
seen  that,  had  a further  new  purpose-built  home  of  40  beds  become  available,  the  normal  complement 
of  40  beds  could  have  been  filled  immediately  by  residents  whose  need  for  admission  was  urgent. 

Use  continued  to  be  made  of  the  facilities  for  the  day-care  of  old  people  who  were  living  either 
alone  or  with  relatives  who  had  to  be  out  at  work  all  day.  By  admitting  these  old  people  to  welfare 
homes  for  a substantial  part  of  the  day  their  need  for  residential  beds  can  often  be  postponed. 

Members  of  voluntary  organisations  again  gave  much  of  their  time  in  helping  those  who,  for 
various  reasons,  were  unable  to  leave  their  homes  or  in  taking  out  the  more  ambulant  old  people. 

The  table  which  follows  gives  details  of  the  admissions  to  welfare  accommodation  during  1968, 
the  corresponding  figures  for  1967  being  shown  in  parentheses: 
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County  Homes 


Permanent  . . 

318 

(240) 

Holiday 

119 

(145) 

Periodic 

48 

(48) 

Temporary  . . 

11 

(9) 

Homes  provided  by  voluntary  bodies 

576 

(442) 

and  other  local  authorities 

37 

(55) 

Total 

613 

(497) 

4.  Statistics 

The  numbers  of  elderly  infirm  and  physically  handicapped  residents  maintained  by  the  County 
Council  at  31st  December,  1968,  were: 


Male 

Female 

Total 

Homes  provided  by  the  Council 

182 

(149) 

553 

(487) 

735 

(636) 

Serviced  accommodation 

39 

(39) 

— 

(-) 

39 

(39) 

Homes  provided  by  voluntary  bodies 
and  other  local  authorities 

79 

(85) 

130 

(112) 

209 

(197) 

Total  . . 

300 

(276) 

683 

(599) 

983 

(872) 

3.  Amenities 

An  innovation  which  proved  to  be  popular  with  all  concerned  was  the  provision,  in  conjunction 
with  the  Slough  Hospitals  League  of  Friends,  of  a coin-operated  telephone  for  use  by  residents  of 
Sinkins  House,  Slough. 

About  ninety  residents  of  county  welfare  homes  joined  in  the  arrangements  made  for  holidays  at 
New  Pakefield,  near  Lowestoft,  and  Bracklesham  Bay.  Although  the  weather  at  the  time  of  these 
holidays  was  not  very  good,  an  enjoyable  time  seemed  to  be  had  by  the  majority.  Thanks  are  due  to 
staff  from  the  county  homes  who  acted  as  escorts  and  to  the  staffs  of  the  holiday  camps  for  the  efforts 
they  made  to  see  that  the  old  folk  had  a happy  holiday. 

The  Leagues  of  Friends  and  similar  helping  groups  continued  to  contribute  to  the  social  amenities 
of  the  welfare  homes  and  the  trolley  shop  service  was  maintained  in  many  homes  where  it  was  particu- 
larly appreciated  by  the  less  ambulant  residents. 


4.  Staffing 

The  post  of  senior  welfare  officer,  to  which  reference  has  already  been  made,  was  re-designated 
principal  welfare  services  officer  and  Mr.  H.  G.  Millward  was  appointed  to  the  vacancy  in  September. 

A number  of  changes  took  place  in  the  senior  staff  of  the  county  homes.  The  posts  of  matron  at 
the  two  new  homes  were  filled  by  internal  transfers;  Mrs.  M.  C.  Moore,  previously  matron  at  Wing 
Lodge,  moved  to  Chalk  Leys,  Great  Missenden;  and  Mrs.  J.  Borrington,  matron  at  Winterton  House, 
Wendover,  moved  to  Icknield  Court,  Princes  Risborough.  Mrs.  M.  M.  Firth  and  Miss  I.  M.  Coughlan, 
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who  previously  were  deputy  matrons,  were  appointed  to  the  resulting  vacancies  at  Wing  Lodge  and 
Winterton  House. 

Other  changes  took  place  at  the  Chestnuts,  Aylesbury,  where  Mrs.  T.  J.  B.  Sanders  succeeded  Miss 
Hide;  at  Wexham  Court,  Slough,  where  Mrs.  M.  L.  Larnder  replaced  Mrs.  E.  Whitehead;  and  at 
Sinkins  House,  Slough,  where  Mrs.  L.  M.  Lambell  took  over  from  Miss  N.  Bellingham. 

Following  the  publication  of  the  report  of  the  Williams  Committee,  arrangements  were  made  for 
the  introduction  of  a scheme  designed  to  improve  conditions  and  prospects  of  staff  employed  in  the 
county  welfare  homes.  It  is  hoped  that  the  implementation  of  the  scheme  will  have  a beneficial  effect 
on  recruitment  of  staff,  with  corresponding  improvement  in  the  standard  of  care  provided  for  the  old 
people. 

Professor  Lady  Williams  gave  a most  stimulating  and  interesting  address  to  members  of  the  County 
Council  and  staff  on  the  work  of  the  Committee  of  which  she  was  chairman. 

5.  Physiotherapy 

Arrangements  were  made  to  appoint  a second  physiotherapist  in  order  that  more  treatment 
could  be  provided  for  the  residents  in  the  county  welfare  homes,  and  Miss  M.  Rogers  took  up  her 
full-time  duties  on  26th  August,  1968. 

The  total  number  of  treatments  given  during  the  year  was  6,550,  an  increase  of  1,971  over  the 
total  for  the  previous  year. 

6.  Provision  of  housing  accommodation  for  the  elderly  and  infirm  by  district  councils 

A considerable  contribution  towards  the  solution  of  the  problem  of  providing  suitable  accommo- 
dation for  the  elderly  and  infirm  has  been  made  by  the  district  councils  making  accommodation 
available  which  is  specially  designed  for  the  purpose.  Where  a scheme  includes  accommodation  for  a 
warden  and  the  facilities  recommended,  for  instance,  call-bell  systems,  the  County  Council  pays  an 
annual  subsidy. 

By  the  end  of  the  year  district  councils  were  providing  special  housing  at  the  following  places 
whilst  another  seven  schemes  were  planned: 


Amersham  Rural  District  Council 


Chalfont  St.  Peter 

Amersham 

Holmer  Green 

Prestwood 

Wendover 

Beaconsfield 

Bletchley 

Chesham 

Burnham 

Hedgerley 

High  Wycombe  (5  schemes) 
Marlow 

Newport  Pagnell  (3  schemes) 
Slough  (4  schemes) 

Wing  and  Cheddington 
Wooburn 

Princes  Risborough 
Stokenchurch 
Bourne  End 


Aylesbury  Rural  District  Council 


Beaconsfield  Urban  District  Council 


Bletchley  Urban  District  Council 
Chesham  Urban  District  Council 
Eton  Rural  District  Council 


High  Wycombe  Municipal  Borough 
Marlow  Urban  District  Council 
Newport  Pagnell  Urban  District  Council 
Slough  Municipal  Borough 
Wing  Rural  District  Council 
Wycombe  Rural  District  Council 
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The  County  Council  also  assists  in  the  housing  of  old  people  by  making  financial  grants  to  housing 
associations  and  the  following  schemes  of  housing  are  operated  in  the  county: 

Abbeyfield  Society  Aylesbury 

Amersham 

Pennsylvania  Fellowship  Penn 

Thame  and  District  Housing  Association  Waddesdon 


7.  Guaranteed  rent  scheme 

The  arrangements  continued  during  the  year  whereby  the  County  Council  agrees  to  provide 
guarantee  of  75  % of  rent  arrears  accumulating  where  families  hold  tenancies  of  houses  owned  by  county 
district  councils.  The  guarantee  applies  only  to  arrears  arising  after  particular  families  have  been 
accepted  into  the  scheme  and  the  social  workers  have  visited  with  a view  to  helping  them  to  meet  their 
rent  commitments  regularly  and  to  reduce  their  arrears. 

Payments  made  to  the  county  district  councils  in  fulfilment  of  the  guarantee  are  on  the  under- 
standing that  if  subsequently  the  families  concerned  pay  off  all  their  arrears  an  appropriate  refund  is 
made  to  the  County  Council. 

At  the  end  of  1968  the  following  twelve  county  district  councils  were  participating  in  the  scheme: 

Municipal  Boroughs  of  Aylesbury  and  High  Wycombe;  Urban  Districts  of  Beaconsfield, 
Bletchley,  Chesham,  Marlow  and  Wolverton;  and  the  Rural  Districts  of  Amersham,  Ayles- 
bury, Buckingham,  Newport  Pagnell  and  Wing. 

Rent  arrears  were  being  guaranteed  at  the  end  of  1968  in  respect  of  44  families  with  a total  of 
185  children. 


8.  Liaison  with  other  bodies 

(a)  Consultant  geriatricians 

Close  association  was  maintained  during  the  year  with  the  North  West  Metropolitan  and  Oxford 
Regional  Hospital  Boards,  with  the  Buckinghamshire  Old  People’s  Welfare  Committee  and  with  other 
organisations  concerned  with  the  welfare  of  the  elderly,  the  infirm  and  the  physically  handicapped. 

The  arrangements  for  the  joint  appointment  of  consultant  geriatricians — the  appointments  being 
with  the  Regional  Hospital  Boards  and  the  County  Council — again  worked  well  and  in  this  connection 
Dr.  H.  Caplan,  physician  in  charge  of  geriatrics  at  the  Windsor  Group  Hospitals,  reported  as  follows: 

“The  basic  work  in  the  Windsor  area  continued  in  much  the  same  pattern  as  in  previous 
years;  weekly  conferences  were  held  with  the  Area  Welfare  Officer  and  his  staff  but  now  that 
Upton  Hospital  has  opened  I hope  a closer  link  between  the  two  bodies  will  be  possible. 

During  1968  the  area  Geriatric  Liaison  Committees  comprising  representatives  from  the 
Buckinghamshire,  Berkshire  and  Windsor  Hospital  authorities  met  on  two  occasions  and  further 
regular  meetings  are  envisaged.” 

Dr.  Lorna  Davies,  consultant  at  the  Royal  Buckinghamshire  and  Associated  Hospitals,  reported 

that: 

“The  year  1968  saw  no  abatement  in  the  problem  of  the  frail  and  elderly.  Despite  the  opening 
of  new  homes,  there  was  a constant  supply  of  deserving  applicants,  with  little  improvement  in 
the  waiting  list.  Weekly  meetings  were  held  with  members  of  the  welfare  authority  for  the  purpose 
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of  screening  applications,  and  advising  regarding  priority  for  admission,  further  health  checks, 
and  alternative  solutions  of  the  applicants’  social  and/or  medical  problems. 

In  the  Geriatric  Department,  county  social  workers,  health  visitors  and  district  nurses 
attended  weekly  meetings  with  the  geriatric  team,  to  discuss  the  future  care  of  elderly  patients 
being  discharged  to  the  community.  From  the  hospital  standpoint  these  combined  meetings  proved 
exceedingly  useful.  There  are  now  approximately  360  old  people  in  homes  run  by  the  Buckingham- 
shire County  Council,  in  the  catchment  area  of  the  Aylesbury  Geriatric  Department.  This  is 
necessarily  a very  frail  population,  as  the  more  robust  old  people  are  now  being  resettled  in  ‘shel- 
tered housing’.  Over  50  of  these  old  people  were  admitted  to  the  Geriatric  Department  last  year. 
As  there  is  a very  small  provision  of  convalescent  beds  for  the  elderly,  by  the  co-operation  of  the 
welfare  authority,  beds  temporarily  vacated  by  residents  having  hospital  treatment  have  been  used 
to  give  a short  but  valuable  period  of  readjustment  to  people  returning  from  hospital  to  their  own 
homes. 

It  is  unfortunate  that  with  the  growing  problem  of  the  elderly,  we  have  had  to  reduce  beds  in 
the  Geriatric  Department.” 

Dr.  A.  T.  Sinniah,  locum  consultant  physician  at  the  High  Wycombe  and  District  Hospitals, 
provided  the  following  summary  of  the  work  of  the  geriatric  department  in  the  Amersham/High 
Wycombe  area  during  the  year,  which  gives  an  indication  of  the  increase  in  the  work  load  of  that 
department  and  also  of  the  supportive  welfare  services  that  were  needed  in  order  to  cope  with  that 
increase : 

“In  1967  the  geriatric  department  of  the  Amersham/High  Wycombe  area  had  617  direct 
admissions;  of  these  353  were  discharged  back  into  the  community.  Thirty-eight  patients  from  this 
area  went  into  welfare  homes  from  hospital.  In  1968,  we  had  742  direct  admissions  to  hospital;  501 
of  these  patients  were  discharged  from  hospital,  and  the  admission  from  hospital  to  welfare  homes 
showed  a marked  increase,  i.e.  67  patients  went  directly  into  welfare  homes.  The  number  of  day 
attendances  in  1967  to  the  Geriatric  Unit  at  Amersham  was  1,155  over  a period  of  eight  months. 
In  1968,  we  have  had  3,285  day  attendances  for  the  whole  year. 

It  is  easy  from  these  figures  to  visualise  the  tremendous  increase  in  work  load  that  has  been 
carried  by  the  geriatric  department  in  the  Amersham/High  Wycombe  area  which  would  well  nigh 
have  been  impossible  without  the  co-operation  and  co-ordination  of  services  by  the  County 
Council  in  maintaining  the  vast  majority  of  the  elderly  in  the  community  by  the  various  supportive 
services. 

The  joint  appointment  of  the  Consultant  Physician  in  Geriatrics  with  the  County  Council 
undoubtedly  has  greatly  facilitated  the  work  carried  out  by  both  hospital  and  welfare  services.  We 
continued  to  maintain  close  liaison  as  in  previous  years  but  I believe  that  there  is  much  more  to 
be  done  to  exploit  the  best  use  of  the  joint  appointment  system  and  I would  like  to  suggest  that 
in  future  years  the  consultants  holding  these  joint  appointments  should  be  called  in  for  discussion 
for  the  planning  and  growth  of  the  welfare  services  in  their  respective  areas.” 


(b)  Buckinghamshire  old  people’s  welfare  committee 

Mrs.  M.  C.  Cain,  Secretary  of  this  Committee,  supplied  the  following  report  on  the  year’s  work: 

“The  Buckinghamshire  Old  People’s  Welfare  Committee  continued  its  support  of  the  local 
old  people’s  welfare  committees  and  clubs  in  the  county.  These  organisations  are  an  invaluable 
asset  in  the  welfare  work  for  the  elderly. 

Financial  aid  was  granted  by  the  Committee  to  all  new  clubs  and  committees  in  the  area. 
In  the  past  twelve  months  one  local  committee  and  eight  new  clubs  were  formed  bringing  the  total 
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to  17  committees  and  144  clubs.  Preparations  are  in  hand  for  a new  old  people’s  luncheon  club  in 
Aylesbury. 

Refresher  courses  for  Committee  members  and  club  leaders  were  held  at  Missenden  Abbey 
and  Slough.  The  support  of  the  committee  at  these  meetings  has  been  much  appreciated  by  the 
delegates. 

Chiropody  has  again  been  a source  of  concern  by  the  club  leaders  as  it  is  a financial  drain  on  their 
resources. 

Representatives  of  the  Committees  and  the  Secretary  attended  several  courses  sponsored 
by  the  National  Old  People’s  Welfare  Council. 

The  statutory  officers  have  been  of  great  help  in  the  work  of  the  local  committees  and  this 
has  been  much  appreciated.” 


9.  Handicapped  Persons 

(a)  Register 

Progress  was  made  during  1968  in  building  up  the  register  of  permanently  and  substantially 
handicapped  persons;  in  all,  the  names  of  2,017  persons  were  added  to  the  register  which  the  County 
Council  as  the  local  welfare  authority  are  required  to  maintain.  Of  that  total  1,984  persons  were  in  the 
general  category;  17  were  hard  of  hearing;  12  deaf  without  speech  and  4 deaf  with  speech. 


The  general  position  at  31st  December,  1968,  was  as  follows: 


Age 

Sex 

dumber  on  register 

at  2)1  st  December 

Total 

Deaf  with 
speech 

Deaf 

without  speech 

Hard  of 
hearing 

General 

classes 

Under  16 

M 

Bl 

41 

97 

138 

F 

39 

78 

117 

16-29 

M 

23 

24 

6 

118 

171 

F 

15 

11 

2 

84 

112 

30-49 

M 

10 

24 

3 

201 

238 

F 

10 

19 

— 

205 

234 

50-64 

M 

3 

20 

2 

422 

447 

F 

6 

18 

13 

369 

406 

65  or 
over 

M 

2 

13 

7 

872 

894 

F 

7 

12 

11 

1,769 

1,799 

Total 

76 

141 

124 

4,215 

4,556 

90 


The  table  which  follows  gives  detailed  information  regarding  those  persons  on  the  general  classes 
register: 


Major  handicaps 

Age 

Under 

16 

16-29 

30-49 

50-64 

65  or 
over 

Total 

1.  Amputation  . . 

— 

5 

10 

43 

109 

167 

2.  Arthritis  or  rheumatism 

2 

11 

42 

168 

990 

1,213 

3.  Congenital  malformations  or  deformities 

4.  Diseases  of  digestive  and  genito-urinary 

systems  of  the  respiratory  system  (other 

62 

41 

28 

17 

17 

165 

than  tuberculosis)  or  the  skin 

5.  Injuries  of  the  head,  face,  neck,  thorax, 
abdomen,  pelvis  or  trunk.  Injuries  or 
diseases  (other  than  tuberculosis)  of  the 

27 

22 

91 

243 

644 

1,027 

upper  and  lower  limbs  and  of  the  spine 

6.  Organic  nervous  diseases — epilepsy,  dis- 
seminated sclerosis,  poliomyelitis,  hemi- 

12 

37 

48 

54 

178 

329 

plegia,  sciatica,  etc. 

7.  Neuroses,  psychoses  and  other  nervous 
and  mental  disorders  not  included  in  line 

31 

63 

137 

207 

393 

823 

6 

5 

9 

13 

18 

57 

102 

8.  Tuberculosis  (respiratory)  . . 

1 

4 

16 

12 

9 

42 

9.  Tuberculosis  (non-respiratory) 

— 

1 

2 

3 

3 

9 

10.  Diseases  and  injuries  not  specified  above 

35 

9 

19 

32 

291 

336 

Total 

175 

202 

406 

791 

2,641 

4,215 

(b)  The  blind  and  partially  sighted 

A total  of  921  persons  were  registered  as  blind  at  the  end  of  the  year,  this  figure  being  35  higher 
than  the  total  for  1967.  In  all,  there  were  117  new  registrations;  25  blind  persons  came  to  live  in  the 
county  from  other  areas;  and  107  persons  who  were  registered  as  blind  were  removed  from  the  register 
for  various  reasons. 

The  table  which  follows  gives  an  indication  of  the  ages  of  blind  persons  in  the  county  at  the  end 
of  1968: 


3 

4 

5- 

10 

il- 

ls 

lb- 

20 

21- 

29 

30- 

39 

40- 

49 

50- 

59 

60- 

64 

65- 

69 

70- 

79 

80- 

84 

85- 

89 

90+ 

Total 

2 

2 

6 

14 

20 

28 

26 

44 

74 

51 

70 

209 

157 

126 

92 

921 

The  number  of  persons  registered  as  partially  sighted  at  the  end  of  the  year  was  511,  this  being  82 
more  than  the  total  at  the  end  of  1967.  Of  that  total  of  511  no  less  than  161  persons  were  classified  as 
likely  to  be  blind  within  the  next  four  years. 

It  is  interesting  to  note  that  the  number  of  partially  sighted  persons  on  the  register  has  increased 
by  over  32%  in  two  years.  The  most  likely  explanation  is  that  now  the  services  available,  for  the  partially 
sighted  are  more  widely  known,  people  with  deteriorating  vision  are  coming  forward  who  otherwise 
might  have  waited  until  they  were  registerable  as  blind  before  seeking  help. 

The  age  classification  of  the  registered  partially  sighted  was  as  follows  (figures  for  1967  being 
shown  in  parentheses): 
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5-15 

16-20 

21^19 

50-64 

65  + 

Total 

19 

19 

52 

59 

362 

511 

(24) 

(15) 

(51) 

(59) 

(280) 

(429) 

Observation  register 

Of  the  17  persons  who  were  kept  under  observation  during  the  year  because  of  deteriorating 
eyesight,  one  was  certified  as  being  blind  and  another  4 were  registered  as  partially  sighted. 

Incidence  of  blindness  and  partial  sight 

Details  of  the  numbers  of  persons  newly  registered  during  1968  and  of  those  the  numbers  recom- 
mended for  and  receiving  treatment  were  as  follows: 


Blind 

Partially  sighted 

(1) 

Number  of  persons  registered 

117 

134 

(2) 

Number  recommended  for  treatment 

67 

116 

(3) 

Number  receiving  treatment 

48 

65 

The  discrepancy  between  the  figures  for  those  recommended  for  treatment  and  those  receiving 
treatment  is  due  to  a variety  of  reasons;  namely  removal  from  the  county  or  death  before  treatment 
could  be  offered,  refusal  of  treatment  or  treatment  being  arranged  at  end  of  the  year. 

Ophthalmia  Neonatorum 

One  case  of  ophthalmia  neonatorum  was  reported  during  the  year. 

Employment 

(1)  Homeworkers 

The  Royal  London  Society  for  the  Blind  continued  to  operate  the  homeworkers  scheme  during 
the  year  and  it  functioned  well.  Sixteen  homeworkers  were  being  employed  at  the  end  of  the  year  in 


the  following  trades: 

Basketmakers  . . . . . . 5 

Piano  tuners  . . . . . . 4 

Hand  knitters  . . . . . . 3 

Music  teacher  . . . . . . 1 

Gardener/groundsman  . . . . 1 


(2)  Workshop  employees 

One  female  knitter  and  a male  capstan  operator  were  employed  at  the  London  Workshop  of  the 
Royal  Society  for  the  Blind.  The  Association  for  the  General  Welfare  of  the  Blind  provided  employment 
for  one  blind  woman  from  the  county  as  a bedding  assistant  in  their  London  workshop  and  for  a 
blind  man  in  the  soap  department  of  their  Luton  workshops.  A blind  basket-maker  whose  normal 
place  of  residence  is  still  officially  in  Buckinghamshire  was  employed  in  the  City  of  Portsmouth 
workshop  for  the  disabled,  whilst  a partially  sighted  man  was  employed  as  a basket-maker  in  the 
workshop  of  the  Royal  School  for  the  Blind  at  Leatherhead. 
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(3)  Other  employment 

At  the  end  of  the  year  93  blind  persons  were  working  in  open  employment  as 


Production  workers 

16 

Shop  managers 

Machine  tool  operators 

12 

Warehousemen 

Telephonists 

8 

Youth  club  instructor 

Boxer/filler/packers 

8 

Music  teacher 

Shorthand  typists 

7 

Executive  worker  . . 

Cleaners 

5 

Proprietor 

Labourers 

4 

Shop  assistant 

Fitters 

4 

Sales  representative 

Miscellaneous  workers 

4 

Basket  maker 

Upholsterers 

3 

Mat  maker 

Social  and  related  workers, 

including 

Animal  husbandry 

placement  officer 

3 

Clerical  worker 

Inspectors/engineering  workshops 

2 

Launderers  . . 

2 

2 

2 

1 

1 

2 

1 

1 

1 

1 

1 

1 

1 


Placement  service 

The  Department  of  Employment  and  Productivity  is  responsible  for  the  placing  of  all  blind 
persons  in  the  industrial  field,  both  in  open  and  sheltered  employment.  Close  liaison  is  maintained 
with  the  Royal  National  Institute  for  the  Blind  which  is  responsible  for  placing  blind  persons  in  suitable 
work  and  assisting  them  towards  settlement  in  the  working  community.  This  work  is  undertaken  in 
co-operation  with  the  County  Council’s  staff  who  refer  those  seeking  employment  to  the  appropriate 
agency  and  provide  relevant  information  on  resettlement  matters. 


Home  teaching  service 

Social  workers  for  the  blind  paid  a total  of  3,861  visits  to  the  homes  of  blind  persons  during  the 
year,  this  being  1,512  less  than  the  corresponding  total  for  1967.  There  has  been  a reduction  of  4,558 
visits  to  the  blind  during  the  last  two  years;  there  is  no  doubt  that  this  reduction  has  been  due,  in  the 
main,  to  difficulties  experienced  in  the  recruitment  and  retention  of  social  workers.  This  shortage  of 
trained  staff  limited  the  amount  of  social  workers’  time  that  could  be  allocated  to  the  home  visiting 
of  older  persons,  but  much  of  this  work  was  taken  on  by  voluntary  workers  of  the  Buckinghamshire 
Association  for  the  Blind.  The  splendid  help  and  co-operation  of  those  voluntary  workers  is  appreciated 
by  all  concerned.  The  difficulties  experienced  in  the  recruitment  and  retention  of  trained  social  workers 
for  the  blind  and  in  other  aspects  of  this  particular  service  made  it  imperative  that  the  whole  service 
for  the  blind  in  the  county  should  be  reviewed.  Arrangements  were  made  therefore  with  the  concurrence 
of  the  County  Health  Committee  and  the  Buckinghamshire  Association  for  the  Blind,  for  a joint 
working  party  to  be  set  up  to  carry  out  an  initial  review  and  further  reviews  as  the  service  develops. 


General  social  welfare  of  the  blind 

The  Buckinghamshire  Association  for  the  Blind,  which  is  a registered  voluntary  organisation, 
continued  to  provide  on  an  agency  basis  for  the  County  Council,  for  the  general  social  welfare  of  the 
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blind  and  partially  sighted  in  the  county.  Administrative  and  clerical  assistance  were  provided  by  the 
County  Council  for  the  Association  which  again  operated  through  six  Divisional  Committees. 

Social  clubs  and  handicraft  classes  were  held  regularly  at  Buckingham,  Wolverton,  Aylesbury, 
Chesham,  High  Wycombe  and  Slough.  Attendance  figures  showed  that  these  clubs  and  classes  retained 
their  popularity. 

The  practice  of  making  grants  through  the  Divisional  Committees  to  cover  the  provision  of  clothing, 
extra  fuel  and  holidays,  was  continued  by  the  Association  during  1968. 

There  was  an  appreciable  increase  in  the  use  of  the  talking  book  service  during  the  year;  a further 
49  registered  blind  persons  received  machines  and  at  the  end  of  the  year  157  blind  or  partially  sighted 
persons  living  in  the  county  were  members  of  the  British  Talking  Book  Service  for  the  Blind.  In  all 
but  six  of  these  cases  the  Association  met  the  rental  charges. 

Combined  seaside  holidays  were  enjoyed  by  93  blind  and  partially  sighted  persons  this  total  being 
17  more  than  that  for  the  previous  year. 

The  wide  range  of  services  made  available  for  the  blind  and  partially  sighted  included  loan  of 
radios  free  of  charge;  distribution  of  travel  concession  tickets  for  use  on  certain  public  service  vehicles; 
free  issue  of  a variety  of  blind  aids;  specially  adapted  games;  and  supply  of  handicrafts  materials  at 
concession  prices,  loan  of  specially  adapted  typewriters ; and  the  payment  in  certain  cases  of  the  rental 
of  telephones  used  by  blind  persons. 

Goods  made  by  blind  people  were  exhibited  at  the  Bucks  County  Agricultural  Show  when  blind 
craftsmen  demonstrated  their  various  skills,  the  rapt  attention  paid  by  many  onlookers  emphasising 
the  high  standards  achieved.  A large  number  of  orders  for  goods  produced  by  the  blind  was  taken  at 
the  County  Show;  this  helped  in  the  marketing  of  the  wide  range  of  goods  produced  by  the  blind  and 
at  the  same  time  made  it  known  to  the  public  what  services  are  available  for  the  blind  and  partially 
sighted. 

The  marketing  of  goods  continued  to  expand  during  1968  and  total  receipts  from  all  trading 
services  reached  a new  high  record.  Added  incentive  was  given  to  the  blind  workers  by  the  quick  turn- 
over of  any  goods  produced;  the  commercial  value  of  that  incentive  can,  however,  never  be  assessed. 

(c)  The  deaf 

The  County  Council’s  duty  to  provide  welfare  service  for  the  deaf  and  hard  of  hearing  was  carried 
out  during  1968  on  an  agency  basis  by  the  Oxford  Diocesan  Council  for  the  Deaf  to  which  the  County 
Council  pays  an  annual  grant. 

The  Diocesan  Council’s  aims  are  to  find  all  the  deaf  in  the  counties  of  Berkshire,  Buckinghamshire 
and  Oxfordshire  and,  having  found  them,  to  provide  social  centres,  suitable  recreation  and  other 
entertainments;  to  visit  the  deaf  in  their  own  homes,  hospitals  and  elsewhere;  and  to  give  them  whatever 
guidance  and  help  they  require. 

In  carrying  out  these  duties  the  Diocesan  Council’s  staff  assist  the  deaf  in  finding  employment; 
provide  interpreters  when  necessary;  co-operate  with  the  education  authorities  in  seeing  that  all  deaf 
children  of  school  age  in  the  area  are  being  educated  and  they  help  in  providing  further  education  for 
those  handicapped  by  deafness. 

Instruction  is  given  as  far  as  practicable  to  those  adult  deaf  persons  whose  education  has  been 
neglected  or  retarded  through  any  cause. 

There  are  Friends  of  the  Deaf  Associations  at  Aylesbury  and  Slough  and  the  social  clubs  in 
Aylesbury,  High  Wycombe  and  Slough  continued  their  work  during  the  year. 
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The  following  table  gives  details  concerning  those  persons  who  are  deaf  or  hard  of  hearing  and 
who  were  on  the  County  Council’s  register  of  handicapped  persons  at  31st  December,  1968: 


Age 

Sex 

Deaf 

Deaf 

without  speech 

Hard  of 
hearing 

General 

classes 

Total 

Under  16 

M 

— 

— 

— 

41 

41 

F 

— 

— 

— 

39 

39 

16-29 

M 

23 

24 

6 

— 

53 

F 

15 

11 

2 

— 

28 

30-49 

M 

10 

24 

3 

— 

37 

F 

10 

19 

— 

— 

29 

50-64 

M 

3 

20 

2 

— 

25 

F 

6 

18 

13 

— 

37 

65  + 

M 

2 

13 

7 

— 

22 

F 

7 

12 

11 

— 

30 

Total 

76 

141 

44 

80 

341 

10.  Occupational  therapy 

(a)  General 

The  number  of  patients  who  received  treatment  or  advice  was  780,  this  being  an  increase  of  135 
over  the  total  for  the  previous  year.  New  referrals  totalled  272  compared  with  238  in  1967.  A total  of 
159  patients  were  discharged. 

Of  those  treated,  approximately  one-sixth  were  suffering  from  the  effects  of  the  rheumatic  group 
of  diseases;  a further  sixth  were  suffering  from  cerebrovascular  accidents;  a similar  proportion  were 
seen  because  of  organic  neurological  diseases  and  chest  diseases;  psychiatric  conditions  and  the  need 
of  assessment  for  use  of  daily  living  aids  each  accounted  for  approximately  one-tenth  of  the  total  of  780. 

Of  the  159  patients  discharged,  28  were  able  to  return  to  suitable  employment  or  to  their  household 
duties  and  another  30  were  able  to  manage  without  occupational  therapy  after  being  given  help  with 
the  activities  of  daily  living  and  the  provision  of  suitable  aids.  The  aids  provided  covered  a wide  range, 
from  walking  aids  to  elastic  shoelaces,  and  all  were  specially  designed  to  enable  the  handicapped 
person  to  overcome  as  far  as  possible  his  disability. 

Ten  patients  ceased  to  attend  the  centre  having  moved  out  of  the  county;  a further  20  became  too 
ill  to  benefit  from  occupational  therapy;  24  were  admitted  to  residential  care,  or  to  industrial  training 
units  and  47  died. 

In  all,  a total  of  11,682  domiciliary  visits  were  made  by  occupational  therapists,  this  being  1,150 
more  than  the  total  for  1967.  The  visits  were  carried  out  following  the  referral  of  patients  for  therapy 
in  order  to  assess  whether  this  should  be  provided  for  a patient  at  home,  by  attendance  at  an  occupa- 
tional therapy  centre  or  by  a combination  of  the  two. 

Home  visits  may  be  made  in  connection  with  the  patient’s  daily  living  activities  and  the  provision 
of  suitable  aids.  Home  visits  are  also  a method  of  providing  treatment  for  those  patients  unable  to 
travel  to  a centre. 

For  those  persons  who  are  suitable,  the  restoration  or  maintenance  of  health  may  often  be 
achieved  more  effectively  by  the  performance  of  purposeful  activities  in  the  company  of  others  at  a 
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centre,  rather  than  in  social  isolation.  It  is  perhaps  not  always  appreciated  that  attendance  at  a centre 
may  be  the  main  and  occasionally  the  only  opportunity  for  a handicapped  person  to  mix  with  others 
outside  his  own  home.  A more  comprehensive  range  of  therapeutic  activity  can  also  be  provided  at  the 
centres  than  is  possible  in  the  patients’  homes. 

(b)  Therapy 

For  many  years  therapy  at  the  centres  has  been  based  on  industrial  work.  Examples  of  this  type 
of  work  are  the  assembly  of  television  aerial  fittings,  valves  for  air  cushions,  aerosol  valves  and  castors; 
the  trimming  and  finishing  of  plastic  articles  and  the  packing,  carding  and  boxing  of  a wide  range  of 
commodities. 

The  more  traditional  craftwork  still  played  a part  in  the  work  of  the  patients  recommended  for 
occupational  therapy;  this  work  was  undertaken  mainly  by  those  receiving  therapy  in  their  own  homes. 
It  includes  basketry  and  other  cane-work,  rug-making,  weaving,  mosaic  tiling,  gardening,  painting, 
toy-making,  dressmaking,  embroidery  and  the  making  of  lampshades. 

(c)  Centres 

(i)  Aylesbury 

This  centre,  which  is  housed  in  adapted  premises,  is  open  daily  from  Monday  to  Friday.  Seventy- 
five  patients  were  on  the  register  at  the  end  of  the  year,  attendance  varying  between  one  and  ten  half- 
day sessions  each  week.  As  at  other  centres  the  attendance  of  many  patients  depends  entirely  on  the 
availability  of  suitable  transport. 

(ii)  Bletchley 

These  purpose-built  premises,  which  were  opened  in  1966,  are  available  daily.  Fifty-five  patients 
were  on  the  register  at  the  end  of  the  year  whilst  the  daily  attendance  at  each  session  was  between  20 
and  30. 

(iii)  Great  Missenden 

Occupational  therapy  is  provided  on  two  days  each  week  at  premises  which  are  rented  from  the 
British  Red  Cross  Society.  Although  the  facilities  provided  at  this  centre  cannot  compare  with  those 
in  premises  purpose-built  or  specially  adapted  for  the  requirements  of  the  handicapped,  much  useful 
work  has  been  carried  out  since  it  opened  in  1966. 

At  the  end  of  December  1968,  eighteen  patients  were  on  the  register  and  the  average  daily  atten- 
dance was  16. 

(iv)  High  Wycombe 

This  centre,  which  opened  in  1967  in  rented  premises,  provides  therapy  twice  weekly.  Nineteen 
patients  were  on  the  register  at  the  end  of  the  year  and  the  daily  attendance  varied  between  12  and  16. 

(v)  Slough 

This  purpose-built  centre  opened  in  1967  and  53  patients  were  on  the  register  at  the  end  of  Decem- 
ber 1968.  The  daily  attendance  is  at  present  restricted  to  between  20  and  33,  partly  because  of  transport 
difficulties. 


11.  Domiciliary  meals 

There  were  no  changes  during  the  year  in  the  arrangements  made  for  the  supply  of  meals  for  the 
housebound  in  the  county;  the  Women’s  Royal  Voluntary  Service  undertook  to  provide  meals  except 
in  the  Municipal  Borough  of  Slough  where  the  Corporation  provide  a direct  service. 
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Meals  were  provided  on  the  recommendation  of  general  medical  practitioners,  health  visitors, 
district  nurses,  social  workers  or  hospital  medical  social  workers. 

The  County  Council  paid  subsidies  of  one  shilling  and  threepence  for  each  meal  supplied  on  the 
understanding  that  the  recipients  paid  one  shilling  and  sixpence  per  meal. 

The  meals  supplied  during  the  year  totalled  12,347  more  than  in  1967,  the  figures  being  105,322 
and  92,975  respectively.  A total  of  31,808  meals  were  provided  by  the  Slough  Borough  Council,  which 
received  from  the  County  Council  £1,988  in  subsidies. 

Subsidies  amounting  to  £4,455  16s.  3d.  were  paid  by  the  County  Council  to  the  Women’s  Royal 
Voluntary  Services  for  the  71,309  meals  supplied.  That  voluntary  service  also  received  from  the  County 
Council  £834  13s.  9d.  towards  the  cost  of  delivering  the  meals  and  equipment  valued  at  £221  3s.  3d. 

The  arrangements  whereby  some  meals  were  cooked  at  Wing  Lodge  Welfare  Home  and  delivered 
to  the  housebound  nearby  continued  during  the  year  and  were  extended  to  Maids  Moreton  Hall,  near 
Buckingham.  A total  of  896  such  meals  were  cooked  at  Wing  Lodge  and  1,309  at  Maids  Moreton  Hall. 


12.  Protection  of  property 

The  County  Council  is  responsible  for  the  care  and  protection  of  the  belongings  of  people  in 
hospital  or  welfare  accommodation,  where  proper  arrangements  have  not  otherwise  been  made. 

During  the  year,  action  was  taken  in  connection  with  house  properties  owned  by  patients  or  in 
which  they  had  a beneficial  interest,  compulsory  purchase  orders,  tenancies,  furniture,  effects,  motor 
vehicles  and  livestock. 

In  some  cases,  patients  were  unable  to  give  any  reliable  information  whatsoever  about  their 
financial  and  other  affairs,  and  intensive  investigation  was  then  necessary.  Where  this  inability  was 
caused  through  mental  illness,  an  Order  of  the  Court  of  Protection  was  usually  obtained  so  that  the 
patient’s  affairs  could  be  properly  looked  after.  If  there  was  not  a suitable  person  willing  to  act,  a 
member  of  the  staff  was  normally  appointed  to  do  so  by  the  Court.  At  present  he  acts  in  24  cases  and 
applications  are  pending  for  his  appointment  in  seven  further  instances. 

In  many  cases,  the  implications  of  the  situation  were  explained  to  relatives  or  friends,  and  help 
and  advice  given  so  that  they  could  satisfactorily  deal  with  the  person’s  belongings  without  further 
intervention  by  the  Council. 
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CAUSES  OF  DEATH  AT  DIFFERENT  PERIODS  OF  LIFE  IN  THE  ADMINISTRATIVE 
COUNTY  OF  BUCKINGHAM,  1968 


Aggregate  of  Urban  Districts 


Aggregate  of  Rural  Districts 
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Causes  of  Death 

X 

o 

B.4 

Enteritis  and  other 

M 

diarrhoeal  diseases 

F 

B.5 

Tuberculosis  of 

M 

respiratory  system . . 

F 

B.6 

Tuberculosis,  other 

M 

(inc.  late  effects)  . . 

F 

B.14 

Measles 

M 

F 

B.18 

Other  infective  and 

M 

parasitic  diseases  . . 

F 

B.19(l) 

Malignant  neoplasm, 

M 

stomach 

F 

B.19(2) 

Malignant  neoplasm, 

M 

lung,  bronchus 

F 

B.19(3) 

Malignant  neoplasm, 

M 

breast 

F 

B.19(4) 

Malignant  neoplasm, 

M 

uterus 

F 

B.19(5) 

Leukaemia  . . 

M 

F 

B.19(6) 

Other  malignant 

M 

neoplasms,  etc. 

F 

B.20 

Benign  and  unspeci- 

M 

fied  neoplasms 

F 

B.21 

Diabetes  mellitus 

M 

F 

B.460) 

Other  endocrine,  etc.. 

M 

diseases 

F 

B.23 

Anaemias 

M 

F 

B.46(3) 

Mental  disorders 

M 

F 

B.24 

Meningitis  . . 

M 

F 

B.46(4) 

Other  diseases  of  ner- 

M 

vous  system,  etc.  . . 

F 

B.26 

Chronic  rheumatic 

M 

heart  disease 

F 

B.27 

Hypertensive  disease 

M 

F 

B.28 

Ischaemic  heart 

M 

disease 

F 

B.29 

Other  forms  of 

M 

heart  disease 

F 

B.30 

Cerebrovascular 

M 

disease 

F 

B.46(5) 

Other  diseases  of 

M 

circulatory  system . . 

F 

B.31 

Influenza 

M 

F 

B.32 

Pneumonia  . . 

M 

F 

B.33(l) 

Bronchitis  and 

M 

emphysema 

F 

B.33(2) 

Asthma 

M 

F 

B.46(6) 

Other  diseases  of 

M 

respiratory  system . . 

F 

B.34 

Peptic  ulcer 

M 

F 

B.35 

Appendicitis 

M 

F 

B.36 

Intestinal  obstruction 

M 

and  hernia  . . 

F 

B.37 

Cirrhosis  of  liver 

M 

F 

B.46(7) 

Other  diseases  of 

M 

digestive  system  . . 

F 

B.38 

Nephritis  and 

M 

nephrosis  . . 

F 

B.39 

Hyperplasia  of 

M 

prostate 

F 

B.46(8) 

Other  diseases, 

M 

genito-urinary  system 

F 

B.41 

Other  complications 

M 

of  pregnancy 

F 

1% 
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18 

34 
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12 

12 

1 

2 

16 

15 

36 

6 

1 

3 

2 

7 

1 

1 


2 

4 
3 

12 

10 

18 

92 

134 

31 

67 

53 

109 

19 

39 

5 
9 

61 

75 

56 

24 


19 

11 

5 

133 

127 

4 
3 

6 
3 
1 

5 
3 

6 
3 
1 
1 


10 

12 

11 

29 

28 

31 

336 

234 

48 

88 

114 

183 

42 

56 

8 

11 

98 

102 

123 

35 

3 

3 

15 
14 

16 
2 
1 
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1 

1 - 


(Continued  overleaf) 
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CAUSES  OF  DEATH  AT  DIFFERENT  PERIODS  OF  LIFE  IN  THE  ADMINISTRATIVE 
COUNTY  OF  BUCKINGHAM,  1968— continued 


Aggregate  of  Urban  Districts 


Aggregate  of  Rural  Districts 


Causes  of  Death 

X 

a 

Z> 

Under  1 

4 wks.  | 

4 wks.- 

under  1 

1—4 

7 

ir) 

15—24 

25—34 

35—44 

45—54 

55—64 

65—74 

75  and 

over 

Total 

Under 

4 wks. 

4 wks.- 

under  1 

J, 

7 

in 

15—24 

25—34 

7 

m 

45—54 

55—64 

65—74 

75  and 

over 

Total 

B. 46(10)  Diseases  of  musculo- 

M 

1 

_ 

i 

2 

3 

_ 

i 

4 

skeletal  system 

F 

2 

2 

4 

i 

1 

4 

4 

10 

B.42  Congenital  anomalies 

M 

4 

3 

1 

- 

- 

1 

- 

1 

- 

1 

1 

12 

3 

i 

- 

l 

1 

- 

- 

- 

- 

- 

2 

8 

F 

4 

1 

- 

i 

- 

- 

- 

- 

1 

1 

- 

8 

8 

i 

1 

2 

- 

1 

- 

i 

— 

1 

_ 

15 

B.43  Birth  injury,  difficult 

M 

10 

10 

2 

2 

labour,  etc. 

F 

9 

9 

5 

5 

B.46(9)  Diseases  of  skin 

M 

- 

1 

- 

- 

1 

- 

- 

- 

- 

- 

- 

2 

- 

- 

- 

- 

- 

- 

- 

- 

1 

- 

- 

1 

subcutaneous  tissue 

F 

i 

4 

5 

B.44  Other  causes  of 

M 

12 

12 

11 

11 

perinatal  mortality 

F 

10 

10 

6 

6 

B.45  Symptoms  and  ill- 

M 

- 

1 

2 

3 

1 

- 

2 

3 

defined  conditions 

F 

1 

1 

— 

- 

7 

9 

5 

5 

B.46(2)  Other  diseases  of 

M 

1 

1 

blood,  etc.  . . 

F 

1 

1 

BE. 47  Motor  vehicle 

M 

- 

- 

- 

4 

10 

2 

2 

4 

1 

3 

1 

27 

- 

- 

1 

1 

13 

4 

4 

4 

1 

1 

1 

30 

accidents 

F 

- 

- 

1 

2 

2 

- 

- 

1 

1 

2 

2 

11 

- 

- 

- 

2 

2 

- 

1 

3 

3 

- 

5 

16 

BE. 48  All  other  accidents  . . 

M 

- 

- 

1 

1 

5 

2 

1 

2 

2 

1 

4 

19 

- 

2 

1 

2 

2 

2 

2 

4 

2 

5 

6 

28 

F 

1 

_ 

1 

— 

1 

1 

- 

- 

1 

2 

15 

22 

- 

1 

2 

2 

- 

- 

- 

- 

2 

3 

16 

26 

BE. 49  Suicide  and  self- 

M 

- 

- 

- 

— 

- 

2 

2 

1 

6 

1 

1 

13 

1 

2 

4 

1 

8 

inflicted  injuries 

F 

3 

4 

4 

2 

- 

13 

- 

- 

- 

- 

- 

3 

3 

1 

3 

4 

2 

16 

BE. 50  All  other  external 

M 

- 

1 

1 

- 

1 

1 

1 

1 

- 

1 

- 

7 

- 

- 

- 

- 

- 

1 

- 

1 

- 

2 

- 

4 

causes 

F 

- 

“ 

- 

“ 

1 

- 

1 

1 

3 

- 

- 

- 

- 

1 

- 

2 

- 

3 

All  causes  total 

M 

31 

20 

8 

11 

23 

18 

42 

118 

247 

355 

435 

1308 

19 

8 

7 

5 

24 

12 

26 

102 

266 

396 

497 

1362 

F 

25 

6 

8 

5 

4 

11 

25 

75 

131 

279 

614 

1183 

23 

7 

6 

8 

4 

16 

21 

57 

125 

273 

761 

1301 

Total 

56 

26 

16 

16 

27 

29 

67 

193 

378 

634 

1049 

2491 

42 

15 

13 

13 

28 

28 

47 

159 

391 

669 

1258 

2663 

99 

CHILD  HEALTH  CLINICS 


Clinics 

Address 

Doctor  Attends 

Amersham  (New  Town) 

St.  John  Ambulance  H.Q.,  Chiltern  Avenue  . . 

Thrice  monthly 

Amersham  (Old  Town) 

British  Legion  Hall,  Whielden  Street  . . 

Monthly 

Aston  Clinton 

Baptist  Church  Hall 

Do. 

Aylesbury  

The  Clinic,  Pebble  Lane  . . 

Weekly 

Aylesbury — Quarrendon 

Child  Welfare  Centre,  1 Lay  Road 

Weekly 

„ SOUTHCQURT 

Church  of  the  Good  Shepherd,  Church  Square, 

Southcourt  . . . . . . 

Twice  monthly 

„ Tring  Road 

Limes  Avenue  Baptist  Church,  Tring  Road 

Weekly 

Beaconsfield 

The  Old  Rectory  . . 

Monthly 

Bletchley 

School  Clinic,  Whalley  Drive 

Weekly 

Methodist  Church,  Bletchley  Road 

Twice  monthly 

Bourne  End 

The  Community  Centre 

Weekly 

Bradwell 

The  Surgery,  122  Newport  Road,  New  Bradwell 

Monthly 

Brill 

The  Institute 

No  doctor 

Buckingham  . . 

Congregational  School  Room  . . 

Monthly 

Burnham 

British  Legion  Hall,  Gore  Road . . 

Twice  monthly 

„ Lent  Rise  . . 

Methodist  Church  Hall,  Lent  Rise 

Do. 

Chalfont  St.  Giles 

Memorial  Hall 

Monthly 

Chalfont  St.  Peter  . . 

Community  Centre,  Amersham  Road  . . 

Twice  monthly 

Chartridge 

Village  Hall  . . 

Monthly 

Cheddington  . . 

Methodist  Schoolroom  . . 

Monthly 

Chesham  . . 

'The  School  Clinic,  Germain  Street 

Weekly 

„ Pond  Park 

Community  Hall,  Windsor  Road,  Pond  Park,  Chesham 

Twice  monthly 

Datchet 

Village  Hall  

Twice  monthly 

Denham  . . 

Health  Centre,  Oxford  Road 

Thrice  monthly 

Dorney  . . 

Village  Hall  

Monthly 

Downley  

Memorial  Hall 

Twice  monthly 

Edlesborough 

Memorial  Hall 

Monthly 

Eton  

Eton  Church  Hall . . 

Do. 

Eton  Wick 

Village  Hall  

Twice  monthly 

Farnham  Common 

Village  Hall,  Victoria  Road 

Monthly 

Farnham  Royal  

Village  Hall  . . 

Twice  monthly 

Farnham  Royal,  Britwell  Estate 

Wentworth  Avenue,  Britwell  Estate 

Weekly 

Flackwell  Heath 

Community  Centre 

Weekly 

Gerrards  Cross 

Memorial  Hall 

Monthly 

Great  Hampden 

Village  Hall 

Do. 

Great  Kingshill 

Village  Hall  

Do. 

Great  Mlssenden 

Baptist  Church  Hall 

Do. 

Grendon  Underwood 

Village  Hall  

Do. 

Haddenham 

Village  Hall  

No  doctor 

Halton  (Voluntary)  . . 

R.A.F.  Camp,  Halton 

No  doctor 

Hanslope 

Church  Institute  . . 

Monthly 

Hazlemere 

Penn  Road  Methodist  School  Room  . . 

Twice  monthly 

High  Wycombe 

Health  Centre,  The  Rye  . . 

Weekly 

„ Booker 

Castlefield  Methodist  Church  Hall 

Twice  monthly 

„ Deeds  Grove 

Methodist  Church,  Desborough  Avenue 

Twice  monthly 

„ Micklefield 

St.  Peter’s  Church  Hall  . . 

Twice  monthly 

„ Sands 

War  Memorial  Hall 

Twice  monthly 

„ Totteridge 

St.  Andrews  Church  Hall 

Twice  monthly 

„ West  Wycombe 

Community  Centre 

Monthly 

„ Wycombe  Marsh  . . 

St.  Anne’s  Church  Room 

Do. 

Holmer  Green 

Village  Centre 

Twice  monthly 

Holtspur 

St.  Thomas’  Church  Hall,  Holtspur,  Beaconsfield 

Monthly 

Horton  

Champneys  Hall 

Do. 

Hughenden  Valley  . . 

Village  Hall  

No  doctor 

Iver  

Church  Institute,  Thomey  Lane 

Monthly 

Iver  Heath 

New  Village  Hall 

Twice  monthly 

Ivinghqe 

Youth  Hostel 

Twice  monthly 

Lacey  Green  . . 

Village  Hall  

Monthly 

Lane  End  . . . . 

Memorial  Hall 

Do. 

Lee  Common 

Ballinger  War  Memorial  Hall 

Monthly 

Little  Chalfont 

Little  Chalfont  Hall 

Twice  monthly 

Long  Crendon 

Sports  Pavilion 

Monthly 

Loudwater 

Recreation  Hall  . . . . 

Do. 

Marlow  . . 

Health  Centre,  Victoria  Road  . . 

Weekly 

Marlow  Bottom 

Village  Hall  

Monthly 

Medmenham  (Voluntary) 

R.A.F.  Camp,  Medmenham  

No  doctor 
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CHILD  HEALTH  CLINICS — continued 


Clinics 

Address 

Doctor  Attends 

Naphill  

Memorial  Hall 

Monthly 

Newport  Pagnell 

Congregational  Schoolroom,  High  Street 

Do. 

New  Beaconsfield 

Youth  Club,  Maxwell  Road  . . 

Monthly 

Newton  Longville 

Methodist  Church  Schoolroom  

Do. 

Olney  

Church  Hall,  High  Street  . . 

Twice  monthly 

Prestwood 

Village  Hall  

Monthly 

Princes  Risborough  . . 

Parish  Church  Hall  

Twice  monthly 

Quainton 

Memorial  Hall 

Monthly 

Radnage 

Cricket  Pavilion 

No  doctor 

Richings  Park,  Iver  . . 

St.  Leonard’s  Church  Hall,  Richings  Park 

Monthly 

St.  Leonards-cum-Cholesbury 

Village  Hall,  Cholesbury 

Do. 

Seer  Green  and  Jordans  . . 

Baptist  School  Room,  Seer  Green 

Do. 

Slough  

Health  Centre,  Burlington  Road 

Weekly 

„ Cippenham  . . 

Central  Hall,  Bower  Way 

Weekly 

„ Parlaunt  Park 

Parlaunt  Road 

Do. 

„ The  Merrymakers  Hall  . . 

Meadow  Road,  Langley  . . 

Do. 

„ St.  Michael’s 

Slough  Social  Centre,  Famham  Road  . . 

Do. 

„ Wexham  Court 

Wexham  Court,  Knolton  Way,  Slough 

Do. 

Steeple  Claydon 

Library  Hall 

Monthly 

Stewkley 

Village  Hall  

No  Doctor 

Stokenchurch  

Memorial  Hall 

Monthly 

Stoke  Poges 

Village  Hall  

Twice  monthly 

Stone 

Village  Hall  

Monthly 

Stony  Stratford 

Scouts  Hut 

Do. 

Twyford  

Village  Hall  

Monthly 

Tylers  Green  and  Penn 

Parish  Room,  Tylers  Green 

Twice  monthly 

Waddesdon  

Village  Hall  

No  doctor 

Wendover 

Memorial  Hall 

Weekly 

Weston  Turville  

Union  Chapel  Hall 

Monthly 

Whitchurch 

Methodist  Hall 

Monthly 

Widmer  End  . . 

Village  Hall  

Monthly 

Wing  . . . . 

Village  Hall  

Do. 

Wingrave 

Temperance  Hall  . . 

Do. 

Winslow 

British  Legion  Hall 

Twice  monthly 

Woburn  Sands 

The  Institute 

Monthly 

Wolverton 

Scouts’  Hall  

Weekly 

Wooburn  Green 

St.  Mary’s  Hall 

Monthly 

Wraysbury  . . 

Village  Hall  

Do. 

Monthly  Session 

first  Monday  (afternoon) 
Second  Monday  „ 

Third  Monday  „ 

Fourth  Monday  „ 

First  Tuesday  (morning) 
First  Tuesday  (afternoon) 
Second  Tuesday  (morning) 
Second  Tuesday  (afternoon) 
Third  Tuesday  „ 

Fourth  Tuesday  „ 

First  Thursday  „ 

Second  Thursday  „ 

Fourth  Thursday  „ 

First  Friday  (morning) 

First  Friday  (afternoon) 
Second  Friday  (morning) 
Second  Friday  (afternoon) 
Third  Friday  (morning) 
Third  Friday  (afternoon) 
Fourth  Friday  (morning) 
Fourth  Friday  (afternoon) 


MOBILE  HEALTH  CLINICS 
(Doctor  attends  each  session) 

Villages  Visited 

Chearsley,  Cuddington,  Dinton. 

Milton  Keynes,  Broughton,  Moulsoe,  Wavendon. 
Great  Horwood,  Little  Horwood,  Mursley. 

Stoke  Hammond,  Drayton  Parslow,  Swanbourne. 
Bierton. 

Slapton,  Ivinghoe  Aston,  Marsworth. 

Tingewick,  Gawcott. 

Castlethorpe,  Haversham. 

Loughton,  Shenley  Church  End,  Shenley  Brook  End. 
Longwick,  Great  Kimble,  Butlers  Cross. 

Preston  Bissett,  Charndon,  Calvert. 

Stoke  Goldington,  Ravenstone,  Filgrave. 

Ickford,  Worminghall,  Oakley,  Shabbington. 

Nash,  Whaddon,  Thomborough. 

Bow  Brickhill,  Little  Brickhill,  Great  Brickhill. 
Sherington,  Lavendon. 

Astwood,  North  Crawley. 

. . Westbury,  Chackmore. 

. . Akeley,  Lillingstone. 

Adstock,  Padbury. 

Dadford,  Maids  Moreton 
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SUMMARY  OF  NOTIFICATIONS  OF  INFECTIOUS  DISEASES  RECEIVED 
DURING  THE  YEAR  1968 


DISTRICT 

Tub 

Cillo 

£ 

© 

t 

X 

er« 

sis 

Scarlet  fever 

Whooping  Cough 

Diphtheria 

Measles 

Acute  Pneumonia 

II 

ft 

IS 

Ac 

Pols* 

eSi 

w 

1 

Non-  vBz 

paralytic  *f 

Ac 

Ence 

li 

>• 

1 

s 

ute 

pba- 

tis 

if 

(L.S 

Dysentery 

Ophthalmia 

1 neonatorum 

Puerperal  Pyrexia 

Smallpox 

Para-typhoid  Fever 

Typhoid  Fever 

1 

I 

-o 

o 

to 

j Erysipelas 

i Infective  Hepatitis 

1. 

URBAN 

Aylesbury  Borough 

10 

i 

20 

50 

10 

4 

1 

2 

1 

i 

2 

2. 

Beaconsfield 

2 

- 

- 

10 

- 

47 

— 

- 

- 

- 

- 

- 

- 

- 

- 

— 

- 

- 

i 

- 

2 

3. 

Bletchley 

1 

i 

13 

8 

- 

103 

- 

- 

- 

- 

- 

8 

- 

- 

- 

- 

- 

3 

2 

4. 

Buckingham  Borough  . , 

“ 

- 

3 

- 

- 

16 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

5. 

Chesham 

1 

i 

1 

- 

- 

2 

- 

1 

1 

13 

6. 

Eton 

— 

_ 

- 

- 

— 

6 

- 

- 

— 

- 

- 

- 

1 

- 

- 

— 

1 

- 

- 

- 

5 

7. 

High  Wycombe  Borough 

8 

5 

9 

- 

- 

114 

1 

2 

8. 

Marlow 

7 

- 

9. 

Newport  Pagnell 

- 

- 

- 

1 

- 

1 

- 

' “ 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

10. 

Slough  Borough 

30 

14 

9 

12 

- 

219 

- 

- 

- 

- 

- 

- 

1 

- 

1 

4 

- 

5 

11. 

Wolverton 

1 

- 

5 

1 

- 

157 

- 

— 

— 

— 

■g 

“ 

- 

— 

“ 

1 

9 

Total  Urban 

53 

21 

41 

52 

- 

722 

10 

1 

- 

- 

- 

- 

15 

1 

3 

- 

2 

1 

10 

- 

40 

1. 

RURAL 

Amersham 

10 

5 

28 

50 

77 

12 

4 

11 

2. 

Aylesbury 

2 

2 

5 

33 

- 

24 

1 

1 

■4 

- 

- 

- 

2 

- 

- 

- 

- 

- 

6 

- 

3 

3. 

Buckingham 

2 

- 

1 

3 

- 

38 

1 

1 

4. 

Eton 

8 

2 

16 

25 

- 

166 

12 

1 

- 

— 

3 

1 

11 

- 

18 

— 

— 

- 

8 

4 

7 

5. 

Newport  Pagnell 

- 

- 

3 

4 

- 

19 

3 

6. 

Wing 

- 

- 

5 

- 

49 

1 

- 

- 

- 

1 

1 

1 

7. 

Winslow 

- 

- 

- 

1 

- 

48 

- 

- 

— 

- 

— 

- 

- 

- 

- 

- 

- 

- 

- 

8. 

Wycombe 

2 

2 

11 

7 

’ - 

161 

- 

- 

- 

- 

7 

1 

4 

- 

17 

Total  Rural 

24 

11 

64 

128 

- 

582 

27 

2 

- 

n 

3 

2 

24 

- 

18 

- 

- 

1 

22 

5 

39 

Total  for  County  . . 

77 

32 

105 

180 

1,304 

37 

3 

K| 

U : 

3 

2 

39 

1 

21 

- 

2 

2 

32 

5 

79 

POPULATIONS,  BIRTH  AND  DEATH  RATES  FOR  THE  YEAR  1968 


District 

Population 

Census 

1961 

Registrar-General ’s 
estimated 
population 
mid  1968 

Births 

Deaths 

Number 

Rate  per 
1,000 
population 

Number 

Rate  per 
1,000 
population 

URBAN 

Aylesbury 

27,923 

35,990 

762 

21.2 

316 

8.8 

Beaconsfield  . . 

10,013 

11,840 

154 

13.0 

94 

7.9 

Bletchley 

17,095 

26,440 

618 

23.4 

165 

6.2 

Buckingham  . . 

4,379 

4,890 

89 

18.2 

45 

9.2 

Chesham 

16,297 

20,400 

441 

21.6 

190 

9.3 

Eton  . . 

3,894 

5,420 

46 

8.5 

35 

6.5 

High  Wycombe 

49,981 

56,980 

1,164 

20.4 

523 

9.2 

Marlow 

8,724 

10,750 

212 

19.7 

109 

10.1 

Newport  Pagnell 

4,743 

5,710 

113 

19.8 

99 

17.3 

Slough . . 

80,781 

92,070 

1,636 

17.8 

743 

8.1 

Wolverton 

13,113 

13,600 

221 

16.3 

172 

12.6 

TOTAL  URBAN  . . 

236,943 

284,090 

5,456 

19.2 

2,491 

8.8 

RURAL 

Amersham 

56,005 

63,880 

1,049 

16.4 

602 

9.4 

Aylesbury 

33,336 

36,520 

630 

17.3 

403 

11.0 

Buckingham  . . 

8,479 

9,810 

137 

14.0 

90 

9.2 

Eton  . . 

66,932 

72,080 

1,005 

13.9 

629 

8.7 

Newport  Pagnell 

14,107 

15,300 

236 

15.4 

182 

11.9 

Wing  . . 

9,083 

9,930 

176 

17.7 

104 

10.5 

Winslow 

7,939 

9,540 

175 

18.3 

138 

14.5 

Wycombe 

51,252 

66,960 

1,281 

19.1 

515 

7.7 

TOTAL  RURAL  . . 

247,151 

284,020 

4,689 

16.5 

2,663 

9.4 

TOTAL  COUNTY 

484,094 

568,110 

10,145 

17.9 

5,154 

9.1 

ENGLAND  AND  WALES 

46,071,604 

48,593,000 

822,000* 

16.9 

577,000 

11.9 

"•""EstimateT 


Malaria 
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SCHOOL  HEALTH  SERVICE 
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NUMBER  OF  CHILDREN  ON  SCHOOL  ROLLS 

Nursery  schools  . . . . . . . . 968 

Primary  schools  (including  nursery  classes)  58,879 

Secondary  modern  schools  . . . . . . 24,096 

Selective  secondary  schools  ..  ..  12,147 

Special  schools  . . . . . . . . 868 


96,985 
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MEDICAL  EXAMINATION  OF  SCHOOL  CHILDREN 


1.  General 

Progress  was  made  during  1968  in  the  gradual  introduction  of  a system  of  selective  medical 
examinations  of  school  children  in  the  intermediate  group;  routine  medical  examination  was  carried 
out  on  the  child’s  entry  to  school  and  again  during  the  final  year  of  school  life. 

The  main  advantages  of  the  scheme  for  the  selective  examination  of  children  in  their  last  year  at 
primary  school  are  that : 

(i)  healthy  children  are  not  examined  needlessly; 

(ii)  school  doctors  can  devote  more  time  to  those  children  who  need  to  be  examined; 

(iii)  greater  opportunities  are  provided  for  teachers  to  discuss  the  health  and  well-being  of  the 
children  with  the  school  doctor. 

That  more  time  can  be  devoted  to  those  children  who  need  to  be  examined  by  omitting  needless 
routine  medical  examination  of  the  healthy  child  is  borne  out  by  the  figures  for  the  year;  although 
there  were  8,853  more  children  on  the  school  rolls  the  total  of  periodic  medical  inspections  was  at 
22,700  some  1,778  less  than  the  corresponding  total  for  1967. 

The  table  which  follows  shows  the  number  of  children  who  received  routine  medical  examination 
each  year  since  1959  and  the  percentage  found  to  have  defects  requiring  treatment. 


Year 

Total 

school  population 

Total  no.  of 
children 
examined 

% of  children 
with  defects 
requiring  treatment 

1959 

69,901 

19,902 

9.3 

1960 

73,017 

19,516 

10.8 

1961 

75,794 

23,734 

9.7 

1962 

77,429 

22,802 

8.7 

1963 

80,833 

24,860 

10.6 

1964 

82,285 

26,111 

11.3 

1965 

84,024 

22,284 

10.2 

1966 

87,831 

25,552 

10.5 

1967 

92,132 

24,478 

9.2 

1968 

96,985 

22,780 

8.9 

It  is  of  interest  to  note  that  whilst  it  seems  the  gradual  introduction  of  selective  examinations  for 
the  intermediate  group  of  children  has  resulted  in  a fall  in  the  number  of  children  routinely  examined 
there  has  been  a corresponding  fall  in  the  percentage  of  children  found,  as  a result  of  routine  examina- 
tion, to  be  in  need  of  treatment.  It  may  be  reasonable  to  assume  that  the  reference  of  children  in  the 
intermediate  group  for  selective  examination  because  of  some  doubt  about  their  health  would  have 
resulted  in  a higher  percentage  of  children  examined  requiring  treatment.  Nevertheless  it  is  pleasing  to 
note  this  apparent  overall  improvement  in  the  health  of  school  children  in  the  county. 

In  addition  to  the  periodic  medical  examinations,  school  medical  officers  carried  out  2,347  special 
examinations  and  4,497  re-inspections.  The  special  examinations  were  undertaken  at  the  request  of 
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parents,  teachers  or  school  nurses  whilst  the  re-inspections  were  of  children  who,  on  previous  examina- 
tions, had  been  found  to  have  defects  which,  although  not  requiring  treatment,  needed  to  be  kept 
under  observation. 

Arrangements  continued  during  the  year  wherever  possible  whereby  school  doctors  visited  their 
schools  once  a term;  it  was  possible  to  establish,  during  the  autumn,  termly  visiting  in  schools  in  the 
Amersham/Chesham  Division  and  in  this  connection  Dr.  B.  H.  Burne,  Deputy  Divisional  School 
Medical  Officer,  reported  as  follows: 

“We  welcomed  Dr.  Carol  Jones  during  the  autumn  term  and  it  was  principally  due  to  her 
help  that  we  were  able  to  establish  termly  visiting  of  schools  by  school  doctors;  this  arrangement 
was  welcomed  by  the  head  teachers  and  school  staffs  as  it  has  made  medical  advice  more  frequently 
available.  There  has,  however,  been  an  increase  in  the  administrative  work  involved;  more  docu- 
ments had  to  be  handled  more  often;  there  are  13,000  children  attending  the  authority’s  own  school 
in  the  division  and  school  doctors  are  being  increasingly  consulted  by  independent  schools  about 
‘difficult’  cases.  This  consultation  and  liaison  is  welcomed  since  school  medical  practice  is  probably 
the  only  health  service  where  ‘community  physicians’  can  now  be  seen.  There  is  no  more  close  knit 
community  than  a school  and  the  school  doctor  as  its  adviser  on  all  health  aspects  including  the 
prevention  of  spread  of  disease,  health  of  school  staff,  early  detection  of  childhood  handicaps  (both 
physical  and  mental)  contributing  to  health  education  and  making  special  social  medical  examina- 
tions in  depth  of  particularly  needy  children.” 

Dr.  G.  M.  Hobbin,  Divisional  School  Medical  Officer,  Eton  Division,  reported  that: 

“School  medical  inspections  were  carried  out  each  school  term  at  all  senior  schools  and  at 
infant  schools  and  junior  schools  on  the  same  site  as  the  infant  schools.  This  left  the  primary 
schools  with  two  visits  per  term  out  of  the  three  terms.  The  extension  so  far  meant  employing 
part-time  school  medical  officer  rather  more  than  in  the  past  and  this  would  have  to  be  further 
increased  in  order  to  include  all  primary  schools  on  the  programme  of  a termly  visit.” 
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FINDINGS  AT  MEDICAL  EXAMINATIONS 

The  table  (XI)  on  page  (136)  gives  comprehensive  details  of  the  defects  found  at  periodic,  special 
and  re-examinations  carried  out  during  the  year  which  required  either  treatment  or  observation. 

Of  these  defects  the  most  common  were : 

1.  Eye  defects 

The  total  of  921  children  found  to  require  treatment  because  of  visual  defects,  squint  or  other 
eye  conditions  was  270  less  than  the  corresponding  total  for  the  previous  year.  This  decrease  was 
particularly  welcome  since  for  many  years  there  was  a regular  increase  in  the  numbers  of  children 
found  to  have  defects  of  vision  or  squint. 

In  addition  to  the  children  referred  for  treatment,  1,020  were  recommended  for  observation  because 
of  these  defects. 

Sixty-three  children  who  were  examined  on  entry  to  school  were  found  to  have  squint  requiring 
treatment;  a further  77  were  recommended  for  observation  because  of  this  condition.  Eight 
school  leavers — two  more  than  in  1967 — were  recommended  for  treatment  for  squint.  Nevertheless  it 
does  appear  that  children  with  squint  are  being  brought  forward  at  an  early  age  when  the  condition 
is  most  likely  to  be  amenable  to  treatment. 

It  will  be  appreciated  that  school  children  thought  to  be  suffering  from  defects  of  vision,  from 
squint,  or  from  the  other  eye  conditions  may  be  treated  at  hospitals  or  by  opticians.  In  this  connection 
2,728  children  were  treated  because  of  errors  of  refraction  including  squint;  another  281  children  were 
treated  because  of  external  and  other  eye  defects. 

Spectacles  were  prescribed  for  1,305  school  children. 

2.  Hearing  defects 

There  was  an  increase  in  the  number  of  children  found  to  have  defects  of  hearing,  middle  ear 
infection  or  other  ear  conditions  which  required  treatment,  the  total  of  652  being  241  more  than  the 
corresponding  figure  for  1967.  In  addition,  1,766  children  were  recommended  for  observation  because 
of  these  defects,  this  total  being  an  increase  of  593  over  the  figure  for  the  previous  year. 

This  increase  in  the  number  of  children  found  to  have  ear  defects  requiring  treatment  is  in  fact  an 
increase  of  59%  which  calls  for  comment;  there  is,  however,  no  question  of  a sudden  deterioration  in 
the  standard  of  hearing  of  children  attending  county  schools;  most  of  the  increase  relates  to  children  in 
the  entrant  class.  All  children  who  entered  schools  in  the  Aylesbury  division  after  September  1967  were 
screen  tested  by  the  audiometrician  and  the  first  survey  was  completed  in  that  division  during  July  1968. 
Of  the  1,512  entrants  screened  during  1968  108  (7%)  were  referred  for  further  investigation.  In  the 
majority  of  these  cases  the  hearing  impairment  was  not  of  a severe  or  permanent  nature  but  six  children 
were  detected  as  a result  of  the  screening  who  were  in  need  of  special  treatment. 

These  screening  tests  will  be  extended  to  the  whole  of  the  county  as  soon  as  it  is  possible  to  recruit 
sufficient  trained  staff.  Selective  examinations  were  carried  out  by  health  visitors  trained  in  the  use  of 
pure-tone  audiometers  on  children  thought  to  be  suffering  from  a hearing  loss  or  who  were  experiencing 
difficulties  which  might  be  associated  with  hearing  impairment.  Invariably  these  selective  examinations 
were  undertaken  at  the  request  of  patients  or  teachers. 

It  was  disappointing  to  find  that  more  children  were  found  to  have  infection  of  the  middle  ear; 
in  all  68  children  examined  at  periodic,  special  or  re-examinations  were  referred  for  treatment  because 
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of  this  condition.  Of  these  68  children,  21  were  examined  as  entrants,  2 were  school  leavers  and  the 
remainder  were  examined  either  as  intermediates  or  at  special  inspections. 

Early  diagnosis  is  essential  if  a child  with  defective  hearing  is  to  derive  full  benefit  from  treatment 
and  in  the  circumstances  arrangements  continued  whereby  health  visitors,  trained  to  test  the  hearing  of 
infants  and  young  children,  carried  out  tests  on  children  of  pre-school  age.  When  these  tests  are  under- 
taken, particular  attention  is  paid  to  those  children  where  there  is  a known  risk  of  deafness. 

All  children  thought  to  be  deaf  or  having  only  partial  hearing  were  referred  to  otologists  for 
investigation. 

At  the  beginning  of  the  year  there  were  three  partially  hearing  units — at  Slough,  High  Wycombe 
and  Amersham;  one  further  unit  was  opened  in  September  and  attached  to  the  Bedgrove  Infants 
School,  Aylesbury. 

A teacher  for  the  deaf  was  appointed  in  April  1968  to  take  charge  of  the  Aylesbury  unit  which 
caters  for  children  aged  3 to  1 1 years.  The  unit  opened  with  five  children  and,  by  the  end  of  the  year,  had 
the  full  complement  of  eight  pupils.  The  new  unit  is  a pre-fabricated  building  equipped  with  specialist 
teaching  aids.  There  is  a special  room  for  individual  teaching  and  “one-way”  observation  screen  has 
been  installed  between  the  smaller  and  larger  rooms. 

Partially  hearing  children  attending  ordinary  schools  are  supervised  by  the  advisory  county  teacher 
of  the  deaf,  assisted  by  a part-time  teacher  of  the  deaf.  Some  partially  hearing  children  receive  suppor- 
tive teaching  in  schools.  Home  visits  include  parent  guidance  and  the  teaching  of  deaf  children  with 
additional  handicaps. 

Close  co-operation  was  maintained  in  all  this  work  with  the  Chief  Education  Officer  and  the 
Regional  Hospital  Boards. 

3.  Nose  and  throat  defects 

A total  of  170  children  examined  at  periodic,  special  or  re-examinations  were  referred  for  treatment 
because  of  nose  and  throat  defects.  Looking  back,  which  is  not  always  wise  but  often  interesting,  it  is 
recorded  that  in  1958,  when  the  school  population  of  the  county  was  67,033,  a total  of  443  children 
were  referred  for  treatment  because  of  nose  and  throat  conditions;  in  1938  921  children  were  found  to 
have  these  defects  and  referred  for  treatment. 

Thirty-one  years  ago  a school  medical  officer  employed  in  the  department  wrote:  “In  certain  cases 
unsatisfactory  results  have  been  observed  on  the  re-examination  of  children  who  have  been  operated 
upon  for  tonsils  and  adenoids”.  It  would  seem  that  he  anticipated,  with  some  degree  of  accuracy,  that 
surgeons  would  move  towards  a policy  of  surgery  only  when  vitally  necessary  and  not  perhaps  as  a 
matter  of  routine  for  the  child  with  enlarged  tonsils  and  adenoids. 

4.  Speech  defects 

A total  of  270  children  were  recommended  for  treatment  because  of  speech  defects;  of  this  total 
115  were  examined  as  school  entrants,  6 as  school  leavers,  35  as  intermediates  (i.e.  in  their  last  year  at 
primary  school)  and  114  as  specials  or  re-examinations.  In  addition  356  children  were  recommended 
for  observation  because  of  speech  defects. 

Children  found  to  require  treatment  were  referred  to  speech  therapists  and,  in  all,  924  children 
received  speech  therapy  during  the  year.  This  figure  was  187  less  than  the  total  for  1967  but  the  decrease 
was  due  mainly  to  staffing  difficulties.  Only  one  speech  therapist  was  employed  in  the  Aylesbury  division 
from  January  to  September  and  the  Amersham  area  was  without  any  speech  therapist  from  September 
to  the  end  of  the  year. 

Points  arising  from  the  annual  reports  of  the  speech  therapists  were: 

(a)  Most  of  the  treatment  required  is  carried  out  within  the  schools  and,  whilst  head  teachers  were 

most  helpful  and  co-operative,  they  were  not  always  able  to  provide  the  space  needed  or  the  quiet 

conditions  which  are  so  necessary  for  the  success  of  speech  therapy. 
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(b)  Some  emphasis  has  been  placed  on  seeing,  although  not  necessarily  treating,  the  pre-school  child 
and  advising  those  parents  concerned  with  the  lack  of  progress  in  speech  made  by  their  children. 

This  has  led  in  turn  to  greater  co-operation  with  general  medical  practitioners  and  health  visitors. 

(c)  Referral  of  pre-school  children  for  therapy  showed  beneficial  results,  many  cases  calling  for  little 
more  than  parent  counselling  and  speech  guidance  at  that  stage. 

(d)  Many  schools,  particularly  in  rural  areas,  are  not  visited  by  speech  therapists. 

(e)  There  may  well  be  a need  for  screening  of  all  new  entrants  to  schools  with  communication  problems 
to  ensure  that  the  child  most  in  need  gets  the  therapy  required. 

(f)  Group  therapy  offers  scope  for  far  more  varied  and  competitive  treatment  than  is  possible  with 
individual  teaching. 

(g)  There  is  benefit  to  be  derived  from  talks  to  groups  of  mothers,  to  parent/teacher  associations  and 
the  like  about  the  significance  of  speech  in  the  child’s  general  development. 

(h)  There  was  considerable  wastage  of  speech  therapists’  time  by  the  failure  of  children  to  keep 
appointments  during  school  holidays. 

All  these  points  are  being  considered  and  action  taken  to  put  the  matters  right  wherever  possible. 

5.  Lung  defects 

Only  55  children  were  found  to  require  treatment  because  of  lung  defects,  this  total  being  just 
more  than  half  that  for  1967.  On  the  other  hand,  there  was  an  increase  in  the  very  small  number  of 
school  children  notified  during  the  year  as  suffering  from  respiratory  tuberculosis,  the  total  of  9 cases 
being  4 more  than  the  1967  figure.  Five  school  children  were  found  to  have  non-respiratory  tuberculosis. 

6.  Orthopaedic  defects 

A total  of  57  children  were  found  to  have  posture  defects  requiring  treatment;  a further  109 
children  were  referred  for  observation  because  of  these  defects.  It  is  of  interest  to  note  that  the  postural 
defects  requiring  treatment  were  found  in  equal  numbers  in  school  entrants,  intermediates  and  leavers. 
From  these  figures  it  is  impossible  to  say  without  individual  case  check  whether  the  entrant  to  school 
with  a postural  defect  is  treated  successfully  or  whether  he  tends  to  retain  the  defect  throughout  primary 
and  secondary  school  life. 

Remedial  classes  were  held  in  the  Slough  division  and  the  remedial  gymnast  reported  on  his  work 


as  follows: 

Summary: 

Total  number  of  schools  visited  . . . . . . . . . . . . . . 42 

Total  number  of  cases  treated  by  the  remedial  gymnast  . . . . . . 438 

Total  number  of  cases  treated  by  staff  at  two  secondary  schools  . . . . 12 

Total  number  of  new  cases  referred  . . . . . . . . . . . . 170 

Total  number  of  children  discharged  from  treatment,  and  who  have  left  the 

district  . . . . . . . . . . . . . . . . . . . . 141 

Details  of  the  cases  referred: 

(a)  Foot  defects  . . . . . . . . . . . . . . . . . . 267 

(b)  Spinal  and  postural  defects  . . . . . . . . . . . . . . 70 

(c)  Asthma  and  chest  conditions  . . . . . . . . . . . . 56 

(d)  Knee  defects  . . . . . . . . . . . . . . . . . . 33 

(e)  Neurological  and  other  conditions  . . . . . . . . . . . . 12 


As  the  above  tables  show,  there  has  been  a general  increase  on  the  figures  presented  last  year. 
There  were  thirty-one  extra  cases  referred  and  visits  had  to  be  made  to  three  additional  schools.  This 
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does  not  appear  great,  but  the  complexities  of  time-table  organisation  to  arrange  suitable  treatment, 
made  it  ever  more  difficult  to  balance  the  time  requirements  in  each  school.  In  order  to  do  this  the 
time  spent  in  secondary  schools  has  had  to  be  reduced,  by  providing  classes  fortnightly,  or  monthly, 
instead  of  each  week. 

The  arrival  of  two  children  with  spina  bifida  requiring  treatment  in  a normal  infant  school  pre- 
sented a different,  though  very  interesting,  problem.  Approval  was  given  to  the  purchase  of  portable 
parallel  bars  for  regular  walking  training  in  school.  Co-operation  from  the  school’s  headmaster  has 
been  most  encouraging  and  it  is  to  be  hoped  that  a satisfactory  programme  can  be  evolved  for  the  two 
children  within  the  normal  school  curriculum. 

It  was  possible  to  include  treatment  for  some  children  referred  by  specialists  at  local  hospitals,  so 
avoiding  loss  of  school  attendance. 

Help  from  school  matrons  and  ancillary  helpers,  and  general  co-operation  from  school  heads  and 
teachers,  has  been  invaluable,  particularly  in  secondary  schools  where  time-table  arrangements  have 
had  to  be  adapted. 


Cerebral  Palsy  Unit,  Slough 

Dr.  M.  A.  Charrett,  Divisional  School  Medical  Officer,  reports  as  follows  on  the  work  undertaken 
at  this  unit: 

“At  the  end  of  the  year  there  were  20  children  on  the  register  and,  of  these,  12  attended  daily, 
one  on  three  mornings  a week  and  the  other  seven  as  out-patients. 

The  age  range  of  the  children  attending  the  centre  was:  one  over  11,  nine  aged  5 to  11  and 
ten  between  2 and  5 years. 

Two  children  ceased  to  attend  the  centre  during  the  year  on  transfer  to  residential  accommo- 
dation. 

In  all,  four  out-county  children  were  in  attendance  at  the  centre,  three  coming  from  Berkshire 
and  one  from  Surrey. 

Apart  from  physical  handicaps  pupils  attending  were  suffering  from  the  following  additional 
handicaps : 

Speech  . . . . . . . . . . . . 6 

Severe  mental  subnormality  . . . . . . 3 

Sight  . . . . . . . . . . . . 2 

Hearing  loss  . . . . . . . . . . 1 

The  policy  continued  during  the  year  of  the  less  severely  handicapped  children  attending  the 
local  Bayliss  Court  nursery  school  and  Claycotts  primary  school.  All  concerned  were  grateful 
for  the  help  given  by  the  head  teachers  and  staffs. 

The  younger  severely  mentally  handicapped  children  are  able  to  be  integrated  in  the  group 
with  ease  but  the  older  child  is  generally  disturbing  both  by  size  and  noise. 

Dr.  J.  Rubie,  consultant  paediatrician,  continued  his  monthly  clinics  at  the  unit.  Mr.  W.  K. 
Griffiths,  who  had  been  headmaster  since  the  unit  opened,  resigned  during  the  autumn  term  and 
Miss  Pamela  Brooks  was  appointed  to  the  vacancy. 

During  the  year  866  individual  physiotherapy  treatments  and  204  group  treatments  were 
given.  The  group  treatment  attendances  included  pony  riding  (23  sessions),  swimming  (6  sessions) 
and  group  activities  (21  sessions). 

The  orthopaedic  fitter  made  ten  visits  to  the  centre. 
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Special  activities  at  the  centre  included  the  attendance  of  three  children  at  the  British  Red 
Cross  Society’s  camp,  visits  during  the  summer  to  the  centre’s  adopted  farm,  and  puppet  show 
provided  by  the  Road  Safety  Officer.” 

In  all,  195  children  given  periodic  or  special  examinations  were  referred  for  treatment  because 
of  defects  of  the  feet;  a further  310  children  had  foot  conditions  which  justified  their  referral  for 
observation. 

With  regard  to  the  treatment  of  defects  of  the  feet  of  school  children,  Mr.  D.  Idris-Evans,  County 
Chiropodist,  reported  as  follows: 

“During  1968  we  were  fortunate  in  having  the  services  of  five  chiropodists  on  a sessional 
basis  as  well  as  the  time  spent  by  the  senior  chiropodist  and  myself  in  school.  Treatment  was 
available  in  certain  selected  schools  in  the  Slough,  Marlow,  High  Wycombe,  Chesham,  Amersham 
and  Aylesbury  areas,  and  a total  of  6,165  treatments  were  given.  As  in  previous  years  treatment 
was  mainly  restricted  to  verruca  pedis.  Under  the  scheme  a chiropodist  visits  these  schools  weekly 
and,  subject  to  the  parents’  consent,  children  are  treated  at  the  school.  With  the  close  co-operation 
of  school  heads  and  matrons  continuity  of  treatment  was  ensured  with  the  minimal  loss  of  school 
time. 

Schools  are  selected  having  regard  to  the  incidence  of  verruca  and  the  availability  of  staff. 
A high  incidence  of  verruca  was  reported  in  primary  schools  in  the  Wendover  area.  However, 
when  chiropodists  inspected  the  feet  of  all  the  children  in  these  schools  the  incidence  was  found 
to  be  approximately  2\°%.  A high  incidence  was  also  reported  in  one  school  in  the  Amersham  area 
and  a similar  inspection  confirmed  the  report.  A chiropodist  then  attended  the  school  twice 
weekly  for  a short  period  to  treat  these  children.  The  position  at  this  school  is  now  within  reason- 
able bounds. 

Whilst  the  incidence  of  verruca  in  the  county  does  not  cause  undue  concern,  the  same  cannot 
be  said  of  general  foot  deformities.  As  most  children  are  born  with  normal  feet,  whatever  happens 
to  these  feet  is  usually  under  the  control  of  the  parents.  Far  too  many  young  feet  are  being  damaged 
by  badly  fitting  shoes  and  socks  resulting  in  too  many  teenagers  tottering  into  their  twenties  with 
unnecessary  foot  deformities.  Often  defective  young  feet  do  not  hurt  but  they  do  become  pro- 
gressively worse  until  in  adult  life  they  can  be  crippling. 

A ‘good’  shoe  does  not  really  depend  on  price  but  rather  on  good  shape,  fit  and  suitability 
for  the  purpose.  In  some  cases  the  practice  of  handing  shoes  down  from  one  child  to  another  can 
be  blamed,  in  others  the  buying  of  shoes  without  having  the  child’s  foot  properly  measured  or 
even  without  having  the  child  present.  Some  shoe  manufacturers  and  retailers  must  also  accept 
responsibility  for  the  lack  of  standardisation  of  size  and  fitting,  for  the  lack  of  an  adequate  range 
of  fittings  and  all  too  often  the  lack  of  experienced  shoe  fitters.  The  desire  of  some  retailers  to  make  a 
sale  and  not  worry  about  the  fit  greatly  undermines  the  efforts  of  those  retailers  who  really  are 
conscientious.  Some  of  the  larger  multiple  stores  selling  shoes  as  a small  section  of  their  business 
provide  no  fitting  service  at  all;  this  also  applies  to  shoes  bought  by  mail  order.  Unfortunately 
the  influence  of  fashion  is  making  itself  felt  earlier  and  some  toddlers  shoes  bear  no  relation  to 
foot  shape.  Perhaps  the  problem  of  fashion  and  disagreements  with  teenage  children  over  shoes 
could  be  avoided  if  parental  authority  could  be  reinforced  by  school  authorities  insisting  on 
school  uniform  shoes  which  could  be  of  approved  designs. 

Health  education  can  play  a major  role  from  the  preventive  aspect  and,  with  this  in  mind, 
talks  have  been  given  during  the  year  in  schools,  mothers’  clubs,  young  wives’  clubs  and  to 
parent  teacher  associations.  A two-day  foot  health  exhibition  was  held  in  the  Borough  Assembly 
Hall,  Aylesbury,  during  July.  Displays  on  various  aspects  of  foot  health,  together  with  displays  of 
shoes,  were  on  view  and  we  are  indebted  to  the  co-operation  of  all  those  concerned.  However, 
despite  a great  deal  of  advertising  together  with  articles  in  the  local  papers,  the  response  from 
the  public  was  poor.  This  exhibition  was  followed  up  by  smaller  exhibitions  and  films  in  child 
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health  clinics  in  the  Bletchley  and  Aylesbury  areas.  A chiropodist  was  present,  where  possible, 
to  advise  parents.  The  latter  method  was  found  to  be  effective  and  may  prove  a good  basis  for  a 
more  concerted  effort  in  the  future.” 


Handicapped  pupils 

The  interest  shown  in  the  care  of  handicapped  pupils  has  been  maintained  and,  where  possible, 
increased  during  the  year. 

At  the  end  of  the  year  the  number  of  children  ascertained  as  handicapped  and  requiring  education 
in  special  schools,  independent  schools,  special  classes  or  units,  or  elsewhere  than  in  school;  or  who 
require  boarding  accommodation  in  homes  was  as  follows  (the  numbers  of  children  newly  assessed 
for  this  purpose  during  1968  are  given  in  brackets): 


Educationally  subnormal 

1,125 

(279) 

Maladjusted 

161 

(27) 

Physically  handicapped  . . 

142 

(6) 

Partially  hearing 

52 

(-) 

Delicate  . . 

40 

(8) 

Deaf 

22 

(5) 

Blind  

14 

(1) 

Epileptic  . . 

12 

(-) 

Partially  sighted  . . 

8 

(1) 

Speech  defect 

3 

(2) 

Total  . . 

1,579 

(329) 

It  should  be  noted  that  these  figures  exclude  those  for  children  who  require  special  educational 
treatment  in  ordinary  schools. 

Nowadays,  as  children  having  many  handicaps  may  survive  to  reach  school  age  and  beyond,  it  is 
not  always  easy  or  desirable  to  fit  the  child’s  handicaps  neatly  into  the  categories  defined  in  the  Handi- 
capped Pupils  Regulations,  1953.  It  is  hoped  that  these  regulations  will  be  revised  in  the  near  future 
to  bring  them  into  line  with  present  day  thinking. 

The  difficulties  experienced  by  multiple-handicapped  children  is  exemplified  by  the  six  in  the 
county  who  were  born  between  1962  and  1966  to  mothers  who  had  German  measles  during  pregnancy. 
They  are  all  severely  handicapped  with  varying  degrees  of  deafness,  blindness  and  mental  retardation 
and  each  requires  the  whole-time  attention  of  one  adult  throughout  the  day.  A situation  such  as  this 
is  tiring  to  the  parents  and  the  mother,  in  particular,  should  be  given  some  relief  from  her  overwhelming 
burden.  Furthermore,  the  child  requires  an  opportunity  to  learn  by  experience  by  going  out,  meeting 
other  adults  and  children,  and  playing  under  skilled  guidance.  For  these  children  suitable  placement 
can  be  difficult  and,  at  the  end  of  1968,  the  names  of  two  were  on  waiting  lists,  one  for  admission  to  a 
special  school  for  children  with  more  than  one  handicap  and  the  other  to  a special  class  for  deaf  pupils. 
Three  children  are  attending  training  schools  and  one  is  resident  in  a mental  health  hostel. 

In  view  of  the  changing  pattern  in  the  conditions  which  give  rise  to  physical  handicap  an  analysis 
of  the  position  has  taken  place  which  shows  that,  in  June  1969,  there  were  220  physically  handicapped 
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pupils  for  whom  information  is  available  in  the  central  office.  The  underlying  cause  of  the  physical 


disability  is  as  follows: 

Cerebral  palsy  including  hemiplegia  88 

Spina  bifida  and  hydrocephalus  . . . . . . . . 45 

Bone  diseases  and  limb  deformities  . . . . . . 34 

Muscular  dystrophy  and  post-polio  paralysis  . . . . 21 

Other  . . . . . . . . . . . . . . . . 32 


Total  . . 220 

Of  the  177  children  of  primary  and  secondary  school  age  who  are  physically  handicapped, 


education  is  taking  place  as  follows: 

Ordinary  school  . . . . . . . . . . . . 91 

Residential  special  school  . . . . . . . . . . 48 

Day  special  school  ..  ..  ..  ..  ..  ..  17 

Special  unit  . . . . . . . . . . . . . . 12 

Home  tuition  . . . . . . . . . . . . . . 8 

Training  school  . . . . . . . . . . . . 1 


Total  . . 177 

Children  who  are  physically  handicapped  often  require  pre-school  training  with  other  children 
and  it  is  hoped  that  the  Beech  Green  Nursery  School  in  Aylesbury,  where  special  facilities  are  to  be 
provided  when  the  new  purpose-built  premises  are  opened  in  1969,  will  begin  to  meet  the  need.  Other 
facilities  of  a similar  nature  are  required  elsewhere  in  the  county. 

Some  handicapped  children  can,  and  do,  manage  well  in  the  ordinary  schools.  Sometimes  changes 
in  the  curriculum  and  re-arrangement  of  class  work  take  place  to  help  these  children  and,  for  this, 
gratitude  is  due  to  the  head  teachers  who  do  so  much  to  enable  these  children  to  obtain  full  benefit 
from  their  schooling. 

It  is  pleasing  to  report  that  the  happy  relationship  which  exists  between  the  Chief  Education  Officer 
and  his  staff  and  the  staff  in  the  Department  of  Health  and  Welfare  has  continued  throughout  the  year. 


Child  Guidance  Service 

The  county  is,  for  child  guidance  purposes,  covered  by  four  teams:  until  her  resignation  in  Decem- 
ber 1968,  Dr.  Mildred  I.  Pott  led  the  team  in  the  South  Bucks  division;  Dr.  C.  E.  Bagg  leads  the 
team  in  the  Chesham/Amersham  division;  Dr.  Janet  Lindsay  the  team  in  the  Wycombe  division;  and 
Dr.  Mary  Lindsay  the  team  covering  Aylesbury  and  North  Bucks,  with  clinics  at  Aylesbury  and 
Bletchley. 

Dr.  M.  A.  Charrett,  Divisional  School  Medical  Officer  for  the  Slough  Division,  reported  as 
follows: 

“The  work  of  the  child  guidance  team  during  the  earlier  part  of  the  year  continued  very  much 
as  before  but  Dr.  Pott’s  impending  resignation  at  the  end  of  December  made  it  necessary  to  make 
arrangements  for  a period  during  which  only  one  session  per  week  from  Dr.  Elizabeth  Brown 
would  be  available. 

The  number  of  children  on  the  waiting  list  was  kept  low  mainly  by  Dr.  Pott’s  system  of  group 
discussion  before  new  cases  were  accepted,  but  the  number  of  cases  closed  during  the  year  was 
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high  as  it  was  thought  better  to  make  a practice  of  allowing  re-referral  or  re-request  rather  than  to 
give  the  impression  that  the  clinic  would  follow-up  later. 

Until  a new  psychiatrist  has  been  appointed,  it  has  been  necessary  to  ask  general  practitioners 
to  refer  only  emergencies  to  the  clinic  although,  of  course,  Dr.  Elizabeth  Brown  has  continued 
to  provide  very  valuable  help  in  the  extremely  limited  time  at  her  disposal. 


Children  awaiting  first  appointment  at  1st  January  . . . . 26 

New  cases  referred  during  the  year  ..  ..  ..  ..  189 

Cases  closed  during  the  year  . . . . . . . . . . 143 

Children  awaiting  first  appointment  on  31st  December  . . . . 30 

Total  attendances  ..  ..  ..  ..  ..  ..  ..  1,918” 


The  psychiatrists  in  charge  of  the  other  child  guidance  teams  submitted  the  following  reports  on 


the  work  of  the  clinics  during  the  year: 

Dr.  C.  E.  Bagg 
Statistical: 

“New  cases  referred  and  seen  . . . . . . . . . . 79 

Cases  closed  . . . . . . . . . . . . . . . . 54 

Children  awaiting  first  appointment  on  31st  December  . . . . 3 

Sessions  ..  ..  ..  ..  ..  ..  ..  ..  132 

Attendances  . . . . . . . . . . . . . . . . 429 

Children  under  school  age  . . . . . . . . . . . . 5 

Children  seen  . . . . . . . . . . . . . . . . 146 


In  these  statistics  the  figure  mentioned  under  attendances  refers  exclusively  to  children  seen 
by  the  psychiatrist  and  does  not,  for  example,  include  parents  seen  by  the  psychiatrist,  parents 
seen  by  the  psychiatric  social  worker  at  the  clinic  or  on  home  visits,  or  children  seen  by  the 
psychologist. 

The  requests  for  seven  children  to  be  seen  were  made  by  doctors  (3),  head  teachers  (3)  and 
parents  (1). 

With  regard  to  the  close  of  cases,  it  has  been  the  clinic’s  practice  wherever  possible  to  offer 
to  cases,  on  closure,  the  opportunity  of  reapproaching  the  clinic  in  the  event  of  need.  Hence  the 
figure  of  ‘cases  closed’  relates  to  those  cases  in  which  the  parents  and  child  know  that  they  can 
ask  for  a further  appointment  should  they  wish  to  do  so.  It  will  be  appreciated  that  with  the  passage 
of  time  a proportion  of  these  cases  become  automatically  closed  by  reaching  the  upper  age  limit 


for  attendance  at  a child  guidance  clinic.” 

Dr.  Janet  Lindsay 
Statistical: 

“Children  awaiting  first  appointment  at  January  1968  . . . . 27 

New  cases  referred  to  the  clinic  during  year  . . . . . . . . 188 

Cases  closed  during  the  year  . . . . . . . . . . . . 70 

Children  awaiting  first  appointment  on  31st  December,  1968  . . 50 

Children  offered  first  appointments  who  did  not  attend  . . . . 18 


The  time  lag  between  referral  and  first  appointment  increased  from  six  weeks  to  two-and-a-half 
months,  but  this  interval  of  time  refers  only  to  routine  referrals.  Those  whom  the  general  practi- 
tioner considered  to  be  urgent  were  seen  either  within  twenty-four  hours  or,  if  less  urgent,  within 
two  to  three  weeks. 

During  the  year  group  psychotherapy  was  introduced  as  a new  development.  This  is  a com- 
bined arrangement  where  the  social  worker  treats  the  mothers  whilst  the  educational  psychologist 
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Aylesbury 

Bletchley 

24 

21 

103 

76 

63 

44 

23 

22 

treats  their  children.  The  group  is  mainly  of  children  of  pre-school  age,  with  an  occasional  older 
child. 

Students  from  the  social  studies  course  at  High  Wycombe  College  of  Art  and  Technology 
attended  the  classes  for  maladjusted  children  in  order  to  gain  experience  of  dealing  with  groups  of 
disturbed  children. 

It  is  not  possible  to  give  a meaningful  figure  relating  to  those  children  for  whom  no  further 
appointments  are  given,  but  who  know  that  they  can  ask  for  further  help.  This  offer  is  made  to 
all  parents  unless  there  is  a strong  therapeutic  indication  that  this  should  not  be  done. 

I am  continuing  my  own  personal  research  into  temporal  lobe  epilepsy.” 

Dr.  Mary  Lindsay 

“Children  awaiting  first  appointment  on  1st  January,  1968 

Children  referred  to  clinic  during  year 

Cases  closed  during  the  year 

Children  awaiting  first  appointment  on  31st  December,  1968 

To  give  a true  picture  of  the  work  of  the  clinic  by  means  of  figures  is  not  easy.  The  above 
figures  give  some  indication  of  the  number  of  children  who  have  had  contact  with  the  clinic. 

Each  child  is  a member  of  a group,  usually  his  family,  who  are  important  to  him,  who  influence 
him  and  who  are  influenced  by  him.  For  every  child  seen,  therefore,  there  are  often  parents  and 
other  family  members  with  whom  much  work  may  have  to  be  done. 

For  members  of  a child  guidance  team  to  work  effectively  together,  communication  between 
them  has  to  be  good.  Time  is  spent  keeping  records  and  having  discussions  between  ourselves. 

The  child  guidance  clinic  is  part  of  a large  network  concerned  with  the  children  and  their 
families.  This  includes  other  local  authority  services,  schools  which  the  children  attend,  general 
practitioners  and  the  paediatric  department  at  Stoke  Mandeville  Hospital.  Much  time  and  work 
is  spent  in  keeping  in  contact  with  these  by  means  of  visits,  discussions  and  letters.  The  psycholo- 
gists in  particular  act  as  a very  important  bridge  between  ourselves  and  the  schools.  I also  visit 
Stoke  Mandeville  Hospital. 

It  is  this  type  of  work  that  is  not  recorded  in  the  figures  mentioned  above. 

Referral  to  the  clinic  of  families  is  still  done  by  doctors  and  occasionally  by  the  court.  Time 
between  referral  and  first  appointment  is  approximately  three  months,  though  this  may  vary. 
Emergencies  are  recognised  and  treated  accordingly.  This  interval  of  three  months  causes  us  some 
concern.  Referrals  are  often  made  at  a time  of  family  stress  or  crisis  and  it  is  then  that  help  in 
sorting  out  their  problems  is  most  effective  and  economical.  Sometimes  by  the  time  the  families 
are  seen,  some  adaptation  has  been  made  and  help  may  no  longer  be  appropriate. 

In  both  clinics  there  are  a number  of  families  who  are  referred,  but  who  do  not  attend  (11  in 
Aylesbury,  21  in  Bletchley),  though  it  may  be  that  some  of  these  may  ask  to  come  in  the  future. 
Some  families  may  attend  once  or  twice.  It  might  be  that  if  we  specifically  set  out  to  do  so,  we  might 
be  able  to  show  whether  this  was  because  the  clinic  does  not  suit  the  needs  of  the  family  or,  if  as  a 
result  of  a few  interviews,  the  family  have  found  a solution  to  their  problems.  They  are  encouraged 
to  return  should  they  wish.  What  it  may  be  is  that  the  timing  is  inappropriate — the  moment  for 
help  is  past  or  has  not  yet  come.  For  this  reason  we  feel  it  is  unfortunate  that  our  attempts  to 
reduce  the  waiting  time  have  been  unsuccessful,  as  can  be  seen  by  the  figures  above. 

Those  children  ceasing  to  attend  the  clinic  are  described  as  cases  closed.  There  comes  a time 
in  our  contact  with  all  families  when  it  is  mutually  agreed  that  no  further  appointment  should 
be  made.  The  parents,  and  also  the  children  when  they  are  adolescent,  are  always  encouraged  to 
get  into  contact  with  us  again  at  any  stage,  and  it  is  those  who  have  no  further  appointments  are 
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designated  as  closed.  If  a child  has  left  school  we  will  then  see  them  with  a view  to  discussing 
where  they  may  get  appropriate  help. 

Aylesbury 

We  were  fortunate  in  being  joined  by  Mrs.  Margaret  Hyde,  Psychiatric  Social  Worker,  who 
has  had  much  experience  in  child  guidance  work,  and  by  Mrs.  Frances  Tustin,  child  psychothera- 
pist, who  is  a leading  figure  in  her  own  field.  She  shares  her  time  with  Bletchley.  Thus  there  is 
now  a full  and  experienced  team,  consisting  of  psychiatrist,  educational  psychologists,  full  -and 
part-time  psychiatric  social  worker,  child  psychotherapists  and  remedial  teacher.  The  clinic  is 
analytically  orientated. 

For  the  children  and  their  families  referred  to  us,  we  provide  facilities  for  diagnostic  assess- 
ment and  treatment.  At  the  initial  interview  we  now  always  see  both  parents  and  the  child  together. 
This  clarifies  the  problem  and  gives  some  indication  of  how  the  family  functions.  I then  see  the 
child  on  his  own  while  the  psychiatric  social  worker  may  see  the  parents.  The  psychologist  usually 
sees  the  child,  and  I always  make  a point  of  having  a further  talk  with  the  parents.  The  assessment 
period  is  of  varying  length  and  is  often  therapeutic  in  itself  and  may  be  all  the  family  needs. 
But  the  process  is  designed  to  assess  what  is  the  most  appropriate  treatment.  Whatever  we  suggest 
is  fully  discussed  with  the  parents. 

We  may  see  parents  together  and  help  them  in  their  understanding  of  the  problems  that 
arise  in  family  relationships.  Occasionally  we  may  see  the  family  as  a group  over  a longer  period 
of  time;  tensions  are  resolved  and  communication  between  members  facilitated.  Individual 
psychotherapy  is  given  to  children  selected  because  of  their  ability  to  make  use  of  it  and  to  attend 
regularly.  At  the  same  time  their  parents  are  seen  by  the  psychiatric  social  worker  or 
me.  Children  who  have  difficulty  in  learning,  especially  in  reading  and  arithmetic,  are  given 
special  teaching.  Once  again  we  have  found  this  is  much  more  effective  when  we  are  also 
working  with  the  parents.  We  also  continue  to  support  families  by  seeing  them  every  month  or  two. 
Occasionally  the  best  way  to  help  a child  is  to  recommend  admission  to  boarding  school.  This  is 
not  undertaken  lightly  but  only  after  much  discussion  between  ourselves  and  the  parents,  and 
often  the  child.  Once  a decision  is  reached,  there  are  further  discussions  with  the  school  medical 
officer  and  the  Chief  Education  Officer.  Occasionally  vocational  guidance  may  be  provided  for 
older  children.  This  is  lengthy  and  full  participation  of  the  person  being  tested  is  needed. 

To  those  working  with  families  in  the  community  we  are  available  for  them  to  discuss  any 
difficulties  they  may  be  having  with  their  clients,  whether  they  are  known  to  us  or  not.  It  is  generally 
recognised  that  a child  guidance  service  cannot  meet  all  needs  of  the  community  and  this  is  an 
attempt  to  help  meet  some  of  them. 

We  have  had  three  social  work  students  during  the  year,  supervised  by  Miss  H.  M.  L.  Hamilton, 
Psychiatric  Social  Worker;  two  of  these  came  from  the  certificate  course  in  social  work  at  High 
Wycombe  College,  and  one  from  Cassio  College,  Watford.  A child  psychotherapist  trainee  from 
the  Tavistock  joined  us  towards  the  end  of  the  year,  supervised  by  Mrs.  F.  Tustin.  We  hope  that 
this  will  be  extended.  As  well  as  increasing  the  number  of  children  and  their  parents  that  can  be 
seen,  we  ourselves  find  it  interesting  and  stimulating. 

Case  conferences  are  held  every  week,  and  members  of  the  medical  and  social  agencies  are 
welcomed.  We  have  also  welcomed  two  speakers — Dr.  McWhinnie,  talking  about  the  adolescent 
unit  at  Oxford,  and  Dr.  Mildred  Creak,  talking  about  autistic  children — and  we  hope  that  we  will 
do  this  regularly. 

Bletchley 

As  in  Aylesbury,  we  have  welcomed  new  members  to  the  team.  Mr.  E.  Jones,  Teacher  for 
Maladjusted  Children,  came  at  the  beginning  of  last  year  and  remained  with  us  for  two  years  and  did 
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some  outstanding  work.  He  left  to  run  a course  for  teachers  at  Nottingham  University.  Miss  R.  M. 
Silcock,  psychiatric  social  worker,  another  unusually  good  worker,  joined  us  in  May  1967.  She 
is  appointed  jointly  with  the  community  social  work  service,  working  for  them  one  day  a week. 
Mrs.  Frances  Tustin,  child  psychotherapist,  as  mentioned,  also  works  in  Bletchley.  And  this  year 
Mrs.  V.  E.  Underwood,  educational  psychologist,  took  over  from  Mr.  W.  Wheeler,  who  was 
dividing  his  time  between  Aylesbury  and  Bletchley,  thus  enabling  the  school  psychological  service 
to  develop.  As  in  Aylesbury,  we  have  an  experienced  team  providing  much  the  same  facilities, 
the  main  difference  being  that  more  family  group  work  is  done.  Over  the  last  year  there  has  been 
no  student  in  Bletchley,  though  there  are  plans  for  a social  work  student  in  the  future. 

Bletchley  is  in  the  area  designated  for  the  new  city  of  Milton  Keynes.  For  this  reason  we  are 
very  interested  in  the  services  that  are  going  to  be  provided,  especially  on  the  mental  health  side. 

Because  it  is  a new  town,  many  of  the  families  that  we  see  are  from  London  so  that  they  are 
without  the  extended  family  that  they  have  been  used  to.  This  therefore  provides  rather  different 
problems  from  those  in  Aylesbury  where  the  population  is  a little  more  stable. 

In  both  clinics  this  has  been  a year  of  growth  and  development,  which  I hope  will  continue.” 
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HEALTH  EDUCATION 

During  the  year  736  sessions,  many  of  which  occupied  a whole  morning  or  afternoon,  were 
conducted  in  schools  by  members  of  the  department  staff,  mainly  the  health  education  personnel, 
health  visitors,  school  medical  officers,  or  dental  staff.  The  subjects  varied  considerably,  and  in  senior 
schools  in  particular  the  policy,  wherever  possible,  was  to  hold  a series  of  classes  on  linked  aspects  of 
health  rather  than  give  isolated  talks. 

As  in  previous  years,  the  largest  part  of  health  education  in  schools  was  on  oral  hygiene  in  an 
endeavour  to  combat  the  high  incidence  of  dental  caries  in  children  by  the  encouragement  of  regular 
cleaning,  correct  diet,  and  routine  visits  to  the  dentist.  Well  over  21,000  children  took  part  in  these 
sessions,  either  just  before  or  just  after  the  visit  of  the  school  dentist,  and  the  type  of  sessions  varied 
in  nature  according  to  the  age  of  the  pupils. 

In  junior,  as  well  as  in  senior  schools,  the  subject  of  smoking  and  disease  was  introduced  wherever 
possible  in  an  attempt  to  inform  the  children  of  the  enormous  dangers  of  cigarette  smoking,  and  to 
persuade  them  not  to  start  the  habit. 

Again,  the  demand  for  series  of  classes  on  the  collective  subject  of  “Growing  up”  increased,  and 
the  tendency  was  to  provide  an  opportunity  for  the  older  children  to  discuss  matters  together,  with  the 
object  of  assisting  them  to  form  their  own  personal  attitudes  to  life,  especially  in  connection  with 
hazards  to  their  health  such  as  cigarette  smoking,  drug  taking,  and  venereal  disease.  The  health  educa- 
tion section  was  greatly  helped  in  this  work  by  the  willing  participation  of  people  from  such  bodies  as 
the  Family  Planning  Association. 

Schools  themselves,  of  course,  frequently  carry  out  their  own  health  education,  and  one  project  at 
Langley,  in  particular,  was  of  considerable  merit.  The  Langley  County  Secondary  School  held  a Health 
Week,  which  included  a comprehensive  range  of  displays  on  matters  concerning  health,  together  with 
film  shows,  talks,  photograph  and  poster  displays,  children’s  essays  and  drawings,  on  the  theme  of 
“A  Healthy  Community— A Healthy  World”.  This  very  successful  project  created  wide  interest,  and 
was  attended  by  over  3,000  children  from  the  area. 

Anyone  participating  in  health  education  in  schools  cannot  help  but  be  aware  of  the  great  need  in 
this  direction,  and  it  is  to  be  hoped  that  this  need  will  be  met  in  an  increasing  number  of  ways  in  the 
years  ahead. 
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SCHOOL  DENTAL  SERVICE 


1.  Review  of  service 

A detailed  review  of  the  dental  service  was  undertaken  during  the  year  when  it  was  reported  that  of 
the  total  establishment  of  20  dentists,  comprising  chief  dental  officer,  four  area  dental  officers,  a senior 
dental  officer,  an  orthodontist  and  the  equivalent  of  13  dental  officers  or  dental  auxiliaries,  only  the 
equivalent  of  just  over  16  were  in  post.  The  numerical  inadequacy  of  the  staff  in  post  was  indicated 
by  the  fact  that  the  provision  of  a complete  service  calls  for  a ratio  of  at  least  one  dentist  per  3,000 
children  and  with  a school  population  of  over  90,000,  a total  of  30  dentists  and  auxiliaries  should  be  in 
post.  There  are,  of  course,  also  a substantial  number  of  children  below  school  age  who  would  benefit 
from  regular  inspection  and,  where  appropriate,  treatment. 

The  aim  of  a school  dental  service  should  be  to  provide  inspection  and  treatment  at  six-monthly 
intervals  for  all  schoolchildren,  in  addition  to  which  dentists  should  be  able  to  commence  their  work  at 
child  health  clinics  where  they  can  inspect,  give  advice  and  perhaps  most  important  of  all,  initiate 
children  and  parents  into  the  habit  of  securing  regular  dental  attention. 

To  provide  a full  service  of  this  kind  it  was  recommended  and  accepted  that: 

(i)  Steps  should  be  taken  to  recruit  up  to  the  current  establishment  and  then  to  increase  that 
establishment  progressively  year  by  year  as  new  dental  surgeries  become  available,  so  as  to 
attain  an  ultimate  ratio  of  one  per  3,000  school  population. 

(ii)  Any  increase  in  establishment  of  dentists  and  auxiliaries  should  be  accompanied  by  a corres- 
ponding increase  in  surgery  assistants. 

(iii)  Where  a dental  officer  other  than  an  area  dental  officer  has  additional  responsibilities  such  as 
the  supervision  of  one  or  more  dental  auxiliaries,  he  should  be  advanced  to  the  grade  of  senior 
dental  officer. 

(iv)  Appropriate  members  of  the  staff  should  be  seconded,  as  opportunity  permits  to  the  course 
leading  to  the  Diploma  in  Dental  Public  Health. 

(v)  Arrangements  for  in-service  training  of  dental  staff  should  be  further  developed. 

(vi)  Replacement  of  sub-standard  premises,  and  in  particular  of  the  highly  unsatisfactory  Pebble 
Lane  Clinic,  Aylesbury,  should  be  undertaken  as  soon  as  possible,  preferably  in  conjunction 
with  provision  for  other  services  at  health  centres. 

(vii)  Additional  surgery  premises  should  be  provided  as  required,  again  in  conjunction  with  the 
health  centre  building  programme. 

(viii)  Where  only  single  dental  surgeries  can  be  justified  from  the  point  of  view  of  population,  plans 
should  enable  them  to  be  used  in  conjunction  with  one  of  the  mobile  units.  In  addition,  where 
single  surgeries  are  built,  the  recovery  room  should  be  of  sufficient  size  to  convert  to  a second 
surgery  should  this  be  necessary  later. 

(ix)  Dental  facilities  for  pre-schoolchildren  should  be  increased  so  that,  in  accordance  with  the 
recommendations  of  the  Sheldon  Committee,  they  can  become  a standard  part  of  the  child 
health  services. 

(x)  Dental  health  education  should  be  expanded  particularly  in  connection  with  child  health  clinics 
mothercraft  and  relaxation  classes  and  schools. 


120 


2.  Report  by  Mr.  C.  H.  Griffiths,  Principal  School  Dental  Officer 

(a)  General 

The  year  1968  was  one  of  continued  expansion  and  development  of  the  school  dental  service;  more 
school  children  were  inspected  and  treated  by  the  dental  staff  than  in  any  previous  year;  in  addition 
more  preventive  work,  in  the  form  of  dental  health  education,  was  undertaken  and  it  is  hoped  that 
results  accruing  from  that  particular  work  will  soon  become  apparent. 

Efforts  made  in  previous  years  to  strengthen  the  dental  service  provided  for  children  in  the  rural 
areas,  and  to  cut  to  a minimum  the  loss  of  school  time,  were  continued  during  the  year;  nearly  700 
treatment  sessions  were  provided  in  the  three  mobile  dental  caravans;  children  treated  at  these  sessions 
came  from  more  than  fifty  rural  schools. 

More  orthodontic  treatment  for  the  correction  of  abnormalities  in  teeth  and  jaws  was  carried  out 
than  ever  before. 

In  addition,  facilities  for  the  dental  treatment  of  physically  and  mentally  handicapped  children 
were  increased,  and  it  is  hoped  that  it  will  soon  be  possible  for  all  children  attending  training  schools 
maintained  by  the  County  Health  Committee  to  have  regular  inspection  and  treatment  and  for  them 
to  benefit  from  the  scheme  for  dental  health  education. 

(b)  Staff 

Following  the  review  of  the  dental  service,  approval  was  given  to  the  creation  of  four  new  posts  of 
area  dental  officers  and  of  these,  three  had  been  filled  by  the  end  of  the  year. 

The  posts  are  based  on  the  North  Bucks,  Aylesbury,  Wycombe  and  South  Bucks  Health  areas  and 
it  is  hoped  that  the  decentralisation  of  some  of  the  administration  of  this  service,  with  the  obvious 
advantage  of  close  liaison  between  the  Area  Medical  Officers  and  the  Area  Dental  Officers,  will  lead 
towards  a co-ordination  of  effort  in  providing  inspection,  treatment  and  dental  health  education  in 
spheres  of  greatest  need,  for  example,  in  the  case  of  the  mentally  and  physically  handicapped. 

Mr.  K.  R.  Dixon,  previously  a senior  dental  officer,  was  appointed  to  the  Aylesbury  area;  Mr.  I.  H. 
Maddick  and  Mr.  P.  T.  Fuller  were  appointed  to  the  posts  in  the  Wycombe  and  South  Bucks  areas 
respectively,  with  a view  to  taking  up  their  new  duties  in  January  1969. 

A welcome  was  extended  to  these  area  dental  officers,  to  Miss  C.  Ralston,  full-time  dental  officer 
who  took  up  her  duties  in  June,  and  to  Mrs.  S.  Horseman,  dental  auxiliary,  who  before  commencing 
work  in  the  Bletchley  area  had  previous  experience  in  Lincoln.  Miss  Ralston  is  particularly  interested 
in  providing  treatment  for  the  younger  children  and  especially  for  the  pre-school  group  and  it  is  hoped 
that  the  dental  service  for  these  children  can  be  developed.  Mrs.  Horseman  has  already  done  valuable 
work  both  clinically  and  in  the  field  of  dental  health  education. 

(c)  Clinics 

Two  additional  surgeries  were  brought  into  use  during  1968;  one  at  the  Bletchley  Clinic  where 
there  are  now  three  modern,  well-equipped  surgeries;  the  other  at  the  central  clinic  premises  at  Burling- 
ton Road,  Slough,  where  there  are  also  three  surgeries. 

New  equipment  was  installed  in  other  clinics  and,  having  regard  to  the  experience  gained  in  the 
operation  of  the  mobile  dental  caravan  service  in  the  rural  areas,  approval  was  given  to  the  purchase  of 
a fourth  caravan. 

Mr.  K.  R.  Dixon,  Area  Dental  Officer  in  the  Aylesbury  area,  who  has  been  actively  associated 
with  the  mobile  caravans  since  they  were  brought  into  use  reports  as  follows : 

“Each  new  mobile  clinic  has  been  designed  to  include  such  improvements  as  constant  use  at 

schools  showed  to  be  desirable,  and  as  a result  a high  level  of  functional  efficiency  and  appearance 

has  now  been  reached.  The  latest  mobile  unit  to  be  brought  into  service  has  proved  to  be  very 
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satisfactory  and  has  been  the  subject  of  much  appreciative  comment  by  children,  parents  and 
teachers.  The  value  of  well-designed  mobile  clinics  is  very  apparent  and  they  have  certain  advantages 
over  fixed  clinics  even  in  non-rural  areas.  Where  there  is  continuous  regular  treatment  by  the  same 
dentist  a high  degree  of  co-operation  is  obtained  from  teachers  who  welcome  the  effort  to  reduce 
the  loss  of  teaching  time  to  the  minimum;  parents  are  relieved  of  lengthy  and  often  expensive 
journeys;  treatments  can  usually  be  carried  out  when  parents  are  not  able  to  get  to  the  school, 
whereas  in  so  many  fixed  clinics  road  traffic  dangers  alone  make  it  essential  that  an  adult  should 
accompany  the  child  having  treatment.  This  is  a common  cause  of  broken  appointments.  When 
treatment  is  given  in  the  mobile  unit,  children  unable  to  attend  because  of  illness  can  often  be 
replaced  at  once  by  those  children  awaiting  treatment  and  whose  parents  do  not  accompany  them. 

Acceptance  of  treatment  by  children  at  schools  visited  regularly  by  the  mobile  units  has  shown 
a steady  improvement  and  acceptances  of  over  95  % have  been  obtained.  With  so  high  a percentage 
of  children  attending,  a remarkably  friendly  and  dentally-conscious  atmosphere  can  be  created. 
In  infants  and  junior  schools  this  attitute  is  of  inestimable  value  for  the  children’s  future  dental 
health. 

Some  difficulties  arise  from  time  to  time  in  the  use  of  the  mobile  dental  units;  these  difficulties 
are  generally  concerned  with  water  or  electricity  supplies.  The  new  electrical  system  devised  by 
the  County  Architect’s  staff  has,  however,  led  to  the  elimination  of  almost  all  electrical  problems. 
The  administration  of  general  anaesthetics  is  difficult  in  a confined  space  and,  in  the  circumstances, 
the  relatively  few  children  for  whom  this  is  essential  are  referred  to  the  nearest  fixed  clinic.  However, 
it  is  rarely  necessary  to  repeat  the  process.  The  majority  of  patients  can  be  treated  under  local 
anaesthetics  and  where  the  dentist  has  the  necessary  patience,  the  children  prefer  it.  A few  serious 
cases  of  dental  irregularity  have  to  be  referred  to  a base  clinic  since  treatment  is  usually  required 
over  a long  period.  Nevertheless,  a considerable  number  of  orthodontic  cases  can  be  completed 
without  travelling  from  the  school  concerned. 

In  general,  there  is,  from  the  point  of  view  of  the  child,  parent  and  teacher,  a strong  case 
for  taking  dentistry  to  the  school  provided  the  service  is  in  no  sense  a make-shift  one.  It  should 
not  be  forgotten  that  the  dental  staff  using  the  mobile  units  derive  a sense  of  satisfaction  and  of 
achievement  from  the  progress  made  as  the  unit  moves  from  school  to  school ; this  is  reflected  in 
the  volume  of  work  completed.” 

(d)  Conferences,  courses  and  visitors 

The  annual  one-day  course  for  dental  officers  was  held  at  Missenden  Abbey  in  June,  when  lectures 
on  subjects  of  current  interest  were  given  by  dental  officers  in  the  hospital  and  local  health  authority 
service. 

Dental  officers  attended  a week’s  post-graduate  course  on  children’s  dentistry  at  the  Eastman 
Dental  Institute,  London.  I attended  a short  course  on  “Dentistry  for  the  pre-school  child”  arranged  by 
the  dental  group  of  the  Society  of  Medical  Officers  of  Health  and,  with  other  dental  officers,  the  annual 
conference  of  the  British  Dental  Association. 

A particularly  interesting  innovation  was  the  day  of  lectures  and  visits  arranged  for  the  senior 
dental  students  of  the  Royal  Dental  Hospital.  Dr.  B.  H.  Burne,  Deputy  Divisional  School  Medical 
Officer,  Mr.  A.  Young,  Senior  Lecturer  in  children’s  dentistry  at  the  Royal  Dental  Hospital  and  I, 
planned  a short  course  on  many  aspects  of  public  health  for  about  forty-five  students  and  some  of  the 
staff  of  the  school.  The  morning  session  of  lectures  was  held  at  the  Chiltern  Medical  Centre,  High 
Wycombe  Hospital  with  the  introduction  by  the  County  Medical  Officer  of  Health.  Short  talks  were 
given  by  general  medical  practitioners,  members  of  County  Council’s  medical  staff,  dental  practitioners, 
as  well  as  members  of  the  health  education  section  of  the  department.  In  the  afternoon  visits  were 
made  to  Chesham,  where  the  students  saw  clinics,  a child  health  centre,  the  water-works  and  other 
places  of  interest.  These  visits  were  complementary  to  the  morning  lectures. 
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An  appraisal  of  the  value  of  this  exercise  was  made  from  discussions  and  accounts  of  a follow-up 
at  the  Dental  School;  tape  recording  and  other  evidence  were  studied.  It  was  felt  that  this  was  a 
worthwhile  course,  all  contributing  derived  benefits  from  the  interchange  of  ideas  and  it  is  hoped  that 
a similar  course  can  be  arranged  this  year. 

Approval  was  given  during  the  year  to  the  seconding,  on  a part-time  basis,  of  Mr.  H.  R.  Rippon, 
dental  officer  in  the  South  Bucks  area,  on  the  first  course  leading  to  the  new  Diploma  in  Dental  Public 
Health  instituted  by  the  Royal  College  of  Surgeons. 

Visits  were  paid  to  the  county  by  a number  of  students.  World  Health  Organisation  Fellows  and 
by  dental  surgeons  from  other  counties.  Dr.  Barum  of  Oslo,  who  is  Dental  Consultant  to  the  Health 
Services  for  Norway,  showed  great  interest  in  our  clinics  and  mobile  units,  in  the  work  of  the  dental 
auxiliaries  and  dental  hygienist,  and  especially  in  the  dental  health  education  field.  It  was  felt  that  the 
interchange  of  ideas  with  colleagues  from  other  counties  and  attendance  at  the  meeting  and  courses 
was  of  great  value  to  the  dental  staff. 

(e)  Dental  health  education 

The  dental  health  education  programme  was  further  developed  by  dental  officers,  auxiliaries  and 
hygienist  in  association  with  members  of  the  staff  of  the  health  education  section  of  the  department. 

Efforts  were  made  to  interest  mothers  of  young  children  in  dental  health  education  and  one  of 
the  dental  officers  devoted  some  time  to  this  group  and  attended  a toddlers’  clinic  to  give  advice  on 
dental  matters.  She  later  undertook  the  inspection  and  treatment  of  children  in  the  pre-school  group. 

The  dental  auxiliaries  and  dental  hygienist  gave  talks  to  over  16,000  school  children,  to  mothers’ 
clubs,  girl  guides  and  other  lay  audiences.  Films  and  demonstrations  on  dental  hygiene  were  incor- 
porated in  these  talks. 

I was  invited  to  speak  to  doctors  and  dentists  in  the  Windsor  area  at  the  post-graduate  medical 
centre  on  the  subject  of  “Dental  Health  of  the  Young  Child”  and  also  to  speak  on  “Preventive  Dentistry 
in  some  European  Countries”  to  the  dental  officers  employed  by  Bedfordshire  County  Council. 

The  dental  officer  and  the  dental  auxiliary  working  from  the  Bletchley  surgeries  undertook  a 
campaign  on  dental  health  education  in  both  the  Health  Committee’s  School  and  Industrial  Training 
Centre  in  Bletchley.  Prizes  were  awarded  to  those  children  with  the  best  cared  for  teeth. 

The  evaluation  of  the  success  of  dental  health  education  activities  of  dental  staff,  or  indeed  of  any 
staff  is  not  easy,  but  the  greater  awareness  of  both  adults  and  children  of  the  correct  methods  of 
cleaning  teeth  and  the  dietary  and  other  preventive  measures  that  can  be  taken  to  protect  teeth  from 
caries  is  evidence  that  they  are  aware  of  what  should  be  done,  even  though  they  do  not  always  practise 
it. 

(f)  Survey  of  children  living  in  slough 

The  survey  of  children  in  the  eleven-year-old  age  group  and  attending  the  Orchard  School,  Slough, 
was  carried  on  for  a further  year.  Those  children  who  have  lived  all  their  lives  in  Slough  where  the 
water  supply  had,  until  the  autumn  of  1968,  a naturally  occurring  fluoride  content  which  was  near  to 
the  ideal,  again  showed  only  about  half  the  dental  decay  found  in  children  in  the  same  age  group  living 
elsewhere  in  the  county. 

This  particular  survey  has  been  carried  out  for  some  years  with  the  assistance  of  the  staff  of  the 
Children’s  Dentistry  Department  of  the  Royal  Dental  Hospital,  London.  This  reduction  of  dental  caries 
by  approximately  50%  is  significant;  visitors  often  comment  on  the  good  appearance  of  the  teeth  of 
children  who  have  been  resident  in  Slough  all  their  lives. 

A further  survey  of  an  older  age  group — children  of  sixteen  to  seventeen  years  of  age — attending 
grammar  schools  was  undertaken  by  Mr.  I.  Curson  of  the  staff  of  the  Royal  Dental  Hospital.  The 
results  of  this  survey  are  awaited  with  interest  since  it  is  expected  that  they  will  illustrate  the  continued 
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protection  from  dental  caries  afforded  by  the  drinking  of  water  with  a near  ideal  fluoride  content  in 
children  of  the  older  group. 

(g)  Statistics 

I am  pleased  to  be  able  to  report  that  it  was  possible,  as  mentioned  earlier,  to  inspect  and  treat 
more  children  than  in  any  previous  year. 

The  number  of  attendances  for  treatment  compared  with  1967  was  also  greater,  and  the  number 
of  courses  of  treatment  completed  was  greater  by  2,000. 

Nearly  70%  of  the  school  population  of  the  county  was  inspected  during  the  year;  a percentage, 
although  not  so  high  as  I would  like  to  see,  which  is  some  12%  above  the  national  average. 

The  number  of  fillings,  of  both  deciduous  and  permanent  teeth,  was  higher  than  previously  but 
the  number  of  attendances  for  emergency  treatment  was,  I am  pleased  to  say,  reduced,  thus  indicating 
the  importance  of  conservation  rather  than  extraction  of  teeth. 

The  ratio  of  permanent  teeth  filled  to  permanent  teeth  extracted  was  11:1,  compared  with  the  much 
lower  national  ratio  of  about  6:1.  This  is  a further  indication  of  the  importance  of  conservation  of 
teeth. 

The  graphs  which  follow  may  be  of  interest  since  they  show  two  significant  trends  over  the  past 
ten  years.  Graph  1,  which  shows  the  percentage  of  school  population  inspected  each  year  compared 
with  the  national  percentage,  indicates  that  the  county  figures  are  about  12  % above  those  for  the  nation ; 
graph  2 illustrates  the  ratio  of  permanent  teeth  filled  to  permanent  teeth  extracted  over  a ten-year 
period  compared  with  the  national  average  over  the  same  period.  The  county  figure  has  been  about 
double  the  national  over  the  whole  period. 

(h)  Health  centres  and  milton  keynes  new  city 

As  the  policy  to  build  health  centres  is  implemented  the  dental  needs  of  children  in  the  communities 
served  by  the  centres  are  being  studied  and  where  necessary  dental  surgeries  in  the  centres  are  being 
planned. 

The  dental  needs  of  the  large  population  due  to  move  into  the  new  city  of  Milton  Keynes  are  also 
being  considered,  and  the  incorporation  of  dental  facilities  in  the  large  health  centres  which  it  is  envisaged 
will  be  built  where  there  is  to  be  a large  school  population  is  thought  to  be  the  most  suitable  way  of 
providing  dental  treatment  for  these  patients. 

It  is  expected  that  more  detailed  planning  for  the  medical  and  dental  needs  of  patients  in  the  new 
areas  of  population  will  proceed  during  this  year  and  liaison  with  the  general  dental  service  practitioners 
has  already  been  established. 

(i)  Orthodontics 

Miss  A.  Blandford,  the  County  Orthodontist,  has  submitted  the  following  report  on  her  work 
during  the  year: 

“A  total  of  474  school  children  were  referred  by  school  dental  officers  for  orthodontic  treat- 
ment compared  with  382  in  the  previous  year. 

For  the  majority  of  these  children  treatment  does  not  commence  immediately  but  is  delayed 
until  the  optimum  age  is  reached.  This  age  is  variable  with  each  individual  and  is  dependent  largely 
on  the  time  of  eruption  of  the  permanent  dentition.  An  important  consideration  when  accepting 
a child  for  orthodontics  is  the  duration  of  treatment  necessary  to  obtain  the  desired  result.  Visits 
to  the  clinic  undoubtedly  cause  some  disruption  to  the  patients’  school  lives  and  it  is  greatly  to 
their  advantage  that  treatment  time  is  reduced  to  a minimum;  hence  the  desirability  of  awaiting 
the  optimum  age. 
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In  addition  to  the  new  cases,  1,514  children  whose  treatment  commenced  prior  to  1968  con- 
tinued to  receive  treatment  during  the  year. 

Removable  appliances  fitted  totalled  388,  of  which  186  were  fitted  for  new  patients.  The 
remainder  were  second  or  third  appliances  for  children  whose  treatment  was  more  advanced. 

Children  whose  treatment  was  completed  numbered  235;  some  of  these  treatments  were 
completed  by  extractions  only,  but  mostly  by  appliance  therapy. 

As  previously,  a number  of  children  (52  in  all)  were  referred  to  Stoke  Mandeville  and  Wexham 
Hospitals  for  further  X-ray  examination  or  surgical  treatment.  Many  of  these  children  received 
their  orthodontic  treatment  jointly  with  Stoke  Mandeville  Hospital.” 


Dental  inspections  and  treatment 

Attendances  and  treatment. 


5-9 

years 

10-14 

years 

15 

years 

& over 

Total 

First  visit 

6,430 

5,363 

1,204 

13,270 

Subsequent  visits  

8,203 

8,970 

2,029 

19,202 

Total  visits 

14,633 

14,606 

3,233 

32,472 

Additional  courses  of  treatment  commenced 

930 

819 

182 

1,931 

Fillings  in  permanent  teeth 

5,056 

12,749 

3,446 

21,251 

Filling  in  deciduous  teeth 

9,588 

654 

— 

10,242 

Permanent  teeth  filled  . . . . 

4,230 

10,894 

3,090 

18,214 

Deciduous  teeth  filled 

8,607 

599 

9,206 

Permanent  teeth  extracted 

280 

1,361 

343 

1,984 

Deciduous  teeth  extracted 

4,742 

1,538 

— 

6,280 

General  anaesthetics 

1,137 

464 

64 

1,665 

Emergencies 

261 

166 

32 

459 

Other  work 

Number  of  pupils  X-rayed 

985 

Prophylaxis 

4,813 

Teeth  otherwise  conserved 

3,529 

Number  of  teeth  root  filled 

64 

Inlays 

5 

Crowns 

47 

Courses  of  treatment  completed  

13,668 

Orthodontics 

Number  of  attendances  made  by  pupils  for  orthodontic  treatment 

3,119 

Half-days  devoted  to  orthodontic  treatment 

409 

Cases  commenced  during  the  year 

474 

Cases  brought  forward  from  the  previous  year 

1,514 

Cases  completed  during  the  year  

268 

Cases  discontinued  during  the  year 

53 

Number  of  pupils  treated  by  means  of  appliances  . . 

218 

Number  of  removable  appliances  fitted  

Cases  referred  to  and  treated  by  hospital  orthondontists  (these  figures  include  all  orthodontic  treatment  carried 

449 

out  by  the  orthodontist  and  dental  officers) 

Prosthetics 

5-9  years 

10-14 

years 

15  years 
&over 

78 

Total 

Pupils  supplied  with  full  upper  or  full  lower  (first  time) 

. . 

. . — 

— 

2 

2 

Pupils  supplied  with  other  dentures  (first  time) 

2 

25 

21 

48 

Number  of  dentures  supplied  . . 

. . 

3 

26 

23 

52 

126 


Anaesthetics 

All  general  anaesthetics  were  administered  by  consultant  anaesthetists. 


Inspections 

First  inspection  at  school — number  of  pupils  65,883 
First  inspection  at  clinic — number  of  pupils  6,184 

Number  found  to  require  treatment 

Number  offered  treatment 

Pupils  re-inspected  at  school  or  clinic 

Number  found  to  require  treatment 


72,067 

32,642 

26,630 

1,889 

1,529 


Sessions 

Devoted  to  treatment 
Devoted  to  inspection 
Devoted  to  dental  health  education 


5,355 

631 
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3.  Conclusion 

The  dental  health  of  most  of  the  children  in  the  urban  areas  of  the  county  is  good;  this  is  especially 
the  case  in  Slough  where  the  drinking  water  has  a raised  natural  fluoride  content. 

In  the  more  rural  areas  where  it  is  difficult  for  children  to  obtain  treatment  due  to  the  long  distances 
they  have  to  travel  to  see  a dentist,  the  dental  condition  is  not  so  good.  It  is  in  those  areas  that  improve- 
ment in  the  service  should  be  achieved  by  the  use  of  mobile  dental  clinics. 

I should  like  to  thank  the  Chief  Education  Officer,  the  head  teachers,  school  secretaries  and  all 
those  members  of  the  county  education  staff  who  gave  their  help  and  co-operation  in  providing  dental 
inspections,  treatment  and  dental  health  education  in  schools  throughout  the  county  during  the  year; 
the  consultant  anaesthetists  and  medical  officers  for  their  advice  and  expert  help  at  many  of  our  dental 
climes;  and  the  County  Architect  and  his  staff  for  advice  in  the  siting  and  servicing  of  the  mobile 
climes. 
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PHYSICAL  EDUCATION 

Miss  J.  K.  Clark  and  Mr.  C.  Franks,  Organisers  of  Physical  Education,  submitted  the  following 
report  on  the  year’s  work: 

“Swimming 

This  aspect  of  physical  education  continues  to  form  a very  important  part  of  the  school 
programme  in  the  majority  of  junior  schools  and  all  secondary  schools  in  the  county  during  the 
summer  term  in  particular.  The  number  of  learner  pools  in  primary  schools  continues  to  increase, 
and  this  is  most  encouraging  as  there  is  no  doubt  that  the  results  obtained  in  teaching  pupils  to 
swim  in  this  type  of  pool  is  very  satisfactory. 

The  Education  Committee  has  approved  a policy  of  allowing  school  pools  to  be  enclosed, 
and  although  it  is  fairly  costly,  it  is  hoped  that  this  will  eventually  be  done  in  a number  of  cases. 
The  swimming  season  will  thus  be  lengthened,  and  if  suitable  heating  is  also  incorporated,  instruc- 
tion could  be  given  throughout  the  school  year. 

A number  of  pupils  of  all  ages  are  entered  for  the  Royal  Life  Saving  Society  and  Swimming 
Teachers’  Association  awards,  and  in  the  Slough  and  Eton  area  alone  the  total  number  of  these 
awards  gained  during  the  year  was  1,500. 

The  eleventh  Annual  Gala  of  the  Bucks  Schools’  Swimming  Association  was  held  at  Amersham 
Swimming  Pool  on  5th  July,  1968,  and  some  swimmers  and  divers  were  selected  to  represent  the 
Division  (Bucks,  Berks,  Beds  and  Oxon)  at  the  National  Schools’  Championships  which  were 
held  at  the  Crystal  Palace  on  25th  and  26th  October,  1968.  As  a result  of  their  performances  in 
gaining  a place  in  the  first  six  in  their  event  at  these  Championships,  three  girls  and  three  boys 
from  the  county  were  awarded  their  County  Swimming  Colours. 

Courses 

During  the  year  the  following  refresher  courses  for  teachers  were  held: 


Artificial  respiration,  ‘kiss  of  life’ 
and  external  cardiac  compression 

Amersham 

Aylesbury 

Bletchley 

High  Wycombe 

Association  football 

Bletchley 

Basketball 

Slough 

Basketball  refereeing 

Aylesbury 

Cricket 

Slough 

Dance 

Bletchley 

Movement  education  (primary) 

Amersham 

Netball 

Bletchley 

High  Wycombe 

Padder  tennis 

High  Wycombe 

Swimming 

Amersham 

Trampoline 

High  Wycombe 
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Crystal  Palace  National  Recreation  Centre 

The  following  attended  one-week  residential  courses  at  the  Centre  where  they  spent  most  of 
the  time  taking  part  in  games  and  other  physical  activities: 

45  girls  and  3 teachers  from  3 high  schools  in  July. 

254  girls,  209  boys  and  32  teachers  from  19  secondary  modern  schools  in  October,  November 
and  December. 


Camping 

During  the  summer  term  the  tented  camp  near  Wolverton,  where  school  children  stay  from 
Monday  to  Friday,  was  used  by  494  children  and  29  teachers  from  ten  primary  schools  and  at 
week-ends  by  118  youth  club  members  and  18  leaders. 


Duke  of  Edinburgh’s  Award 

The  following  details  have  been  supplied  by  Mr.  Peter  Thomas,  County  Award  Officer: 


Organisations  taking  part 

Secondary  schools  . . . . . . . . . . 15 

Independent  schools  . . . . . . . . . . 3 

L.E.A.  clubs  and  centres  . . . . . . . . 4 

Other  further  education  establishments  . . . . 1 

Other  groups  . . 1 

New  entrants 

Bronze — boys  . . . . . . . . . . . . 200 

Bronze — girls  . . . . . . . . . . . . 171 

Silver  direct  entry — boys  . . . . . . . . 26 

Silvery  direct  entry — girls  . . . . . . . . — 

Gold  direct  entry — boys  . . . . . . . . 1 

Gold  direct  entry — girls  . . . . . . . . — 

Total  . . 398 

Total  participants 

Bronze — boys  ..  ..  ..  ..  ..  ..  215 

Bronze — girls  . . . . . . . . . . . . 202 

Silver — boys  . . . . . . . . . . . . 36 

Silver — girls  . . . . . . . . . . . . 17 

Gold — boys  . . . . . . . . . . . . 2 

Gold — girls  . . . . . . . . . . . . 11 


Total 


483 
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Awards 

Bronze — boys  . . . . . . . . . . . . 22 

Bronze — girls  . . . . . . . . . . . . 45 

Silver — boys  . . . . . . . . . . . . 7 

Gold — boys  2 

Silver — girls  . . . . . . . . . . . . 18 

Total  . . 94 


These  numbers  do  not  include  young  people  in  the  county  participating  in  the  scheme 
through  the  following  National  Voluntary  Youth  Organisations: 

Buckinghamshire  Association  of  Boys’  Clubs  Boys’  Brigade 

Buckinghamshire  Association  of  Youth  Clubs  Scouts 

Army  Cadet  Force  Guides 

British  Red  Cross  Society  Air  Training  Corps 


Bucks  Schools’  Camp  Association 

Thanks  to  teachers  who  willingly  give  up  a week  of  their  holidays  to  take  children  to  camp, 
the  Association’s  camp  at  Nettlestone,  Isle  of  Wight,  was  full  from  22nd  July  to  12th  August. 

Numbers  were  as  follows : 

739  children,  182  adults  from  38  primary  and  10  secondary  schools.” 
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NUTRITION 


1.  School  Meals 

The  following  report  was  submitted  by  the  County  School  Meals  Organiser: 
Census  for  autumn  term  1968 


Meals  for  a day  in 

September  1968 

September  1967 

Number  of  day  pupils  present 

88,847 

83,708 

Number  taking  school  dinners 

67,895 

64,480 

i.e.  76.42% 

i.e.  77.03% 

Number  of  dinners  provided  free 

5,501 

1,881 

Milk 

i.e.  8.1% 

i-e.  3% 

(i)  Maintained  schools 

September  1968 

September  1967 

Number  of  entitled  pupils  present 

54,810 

84,003 

Number  drinking  milk  in  school 

49,503 

62,645 

(ii)  Independent  schools 

i.e.  90.3% 

i.e.  74.57% 

Number  of  entitled  pupils  present 

6,375 

9,891 

Number  drinking  milk  in  school 

4,193 

8,410 

i.e.  65.77% 

i.e.  84.82% 

With  regard  to  the  school  milk,  it  must  be  remembered  that  from  1st  September,  1968,  children 
over  the  age  of  1 1 years  are  no  longer  entitled  to  free  school  milk. 

The  number  of  children  taking  meals  has  increased  from  64,480  to  67,895,  in  spite  of  the  teachers’ 
sanctions  against  the  school  meal  in  the  Slough  area.  This  disturbed  period  lasted  several  months  and 
many  children  were  deprived  of  the  school  dinner— some  schools  serving  no  meals  at  all  and  some  a 
reduced  number. 

Thirty-one  new  kitchens  have  been  opened  since  January  1968  and,  of  these,  four  replaced  old 
ones.  Stainless  steel  sink  units  have  replaced  glazed  sinks  and  wooden  draining  boards  in  many  kitchens 
and  floors  have  been  vinyl  died  in  several  places.  Attempts  have  been  made  to  re-decorate  kitchens  as 
often  as  necessary,  but  as  this  is  such  an  expensive  item  it  is  not  possible  to  do  this  work  as  often  as 
would  be  liked. 

Every  effort  is  made  to  train  staff  and  to  see  that  food  is  stored,  handled,  cooked  and  served  as 
hygienically  as  possible  and  that  equipment  and  premises  are  kept  as  clean  as  possible. 


2.  Milk  in  schools 

Mr.  G.  L.  Davis,  the  Chief  Inspector,  reporting  on  the  milk  in  schools  scheme,  states: 

“Supervision  of  milk  supplies  to  schools  under  the  milk  in  schools  scheme  continued  as  in 
previous  years.  All  samples  were  tested  for  quality,  cleanliness,  adequate  heat  treatment  and 
disease  infection  where  appropriate.  Sources  of  supply  are  approved  by  the  Principal  School 
Medical  Officer. 
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159  samples  of  pasteurised  milk  were  checked  and  all  were  satisfactory  as  were  161  samples 
tested  for  quality.  Only  one  school  receives  untreated  milk;  this  supply  was  free  from  tubercle 
and  brucella  infection. 

There  were  less  than  the  usual  number  of  complaints  in  1968.  Three  concerned  metal  foil 
bottle  caps  and  three  concerned  splinters  of  glass.  The  dairy  companies  were  cautioned.  Foil  caps 
are  a constant  problem,  since  they  are  returned  from  schools  in  the  bottles  and  few  washing 
machines  will  remove  them.  The  glass  splinters  were  small  and  appeared  to  be  the  result  of  damage 
in  handling;  it  was  not  possible  to  place  the  blame  precisely. 

What  was  thought  to  be  contamination  of  a bottle  of  milk  and  perforation  of  the  cap  by  a 
rat,  was  found  to  be  more  innocent.  The  contamination  was  a splash  of  mud  and  the  perforations, 
the  tooth  marks  of  a squirrel.” 
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SCHOOL  HYGIENE  AND  SANITATION 

The  following  schools  have  had  improvements  to  washing  and  sanitary  accommodation  carried  out: 

North  Bucks  Division 
Nil 


Aylesbury  Division 

Aston  Clinton  C.P. 

Hardwicke  C.E.P. 

Amersham  and  Chesham  Division 

Huntercombe  Manor 
Thomas  Harding  C.J. 

Seer  Green  C.E.P. 

Huntercombe  Manor 
Raans  C.  Sec.,  Amersham 
Brudenell  C.  Sec.,  Amersham 
Chalfont  St.  Giles  C.J. 

Gravel  Hill  C.J. 

Gravel  Hill  C.I. 

Little  Chalfont  C.P. 

Dr.  Challoner’s  Girls  High 

Wycombe  Division 

Green  Street  C.P.,  High  Wycombe 


Eton  Division 

Denham  C.P. 
Wraysbury  C.P. 


Provision  of  sink  in  cloakroom. 
Installation  of  W.C.  for  disabled  child. 


Improvements  to  water  mains. 
Improvements  to  water  mains. 
Improvements  to  toilets. 

Improvements  to  drainage  system 
Drainage  improvements  from  laboratory. 
Improvements  to  ventilation. 
Improvements  to  ventilation. 
Improvements  to  ventilation. 
Improvements  to  ventilation. 
Improvements  to  drainage. 

Improvements  to  drainage. 


Wash  basins  with  hot  and  cold  services  installed  in  boys 
and  girls  toilets. 


Water  and  electrical  points  for  dental  caravan. 
Water  and  electrical  points  for  dental  caravan. 


Slough  Division 

Nil. 
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THE  FOOD  HYGIENE  (GENERAL)  REGULATIONS,  I960  and  1962 

The  following  schools  had  improvements  carried  out  to  canteens  and  wash-ups  during  1968: 

North  Bucks  Division 


Olney  C.  Secondary  School 

Installation  of  stainless  steel  sinks  and  new  floor. 

Aylesbury  Division 

Queens  Park  C.J.  and  Infants 

Installation  of  stainless  steel  sinks. 

Amersham  and  Chesham  Division 

St.  Leonard’s  C.E.P. 

St.  Mary’s  C.E.P.,  Amersham 
Chalfont  St.  Peter  C.E.P. 

Penn  Street  C.E.P. 

Ashley  Green  C.E.P. 

Chesham  Technical  School 

Improvements  to  food  preparation  units. 

Installation  of  stainless  steel  sink  units. 

Installation  of  stainless  steel  sink  units. 

Installation  of  stainless  steel  sink  units. 

Installation  of  stainless  steel  sink  units. 
Improvements  to  larder/store,  etc. 

Wycombe  Division 

Terriers  C.P. 

Eton  Division 

Nil. 

New  canteen  kitchen. 

Slough  Division 

Nil. 

134 


MEDICAL  INSPECTION  AND  TREATMENT 

TABLF  I 

PERIODIC  MEDICAL  INSPECTIONS 


Age  Groups 
inspected 
(By  year  of 
Birth) 

No.  of  Pupils 
who  have 
received  a full 
medical 
examination 

PHYSICAL  C< 
PUPILS  II 

Satisfactory 

DNDITION  OF 
VSPECTED 

Unsatisfactory 

No.  of  Pupils 
found  not  to 
warrant  a 
examination 

Pupils 

(exclut 

ini 

For 

defective 

vision 

(excluding 

squint) 

ound  to  require 
ing  dental  diseas 
estation  with  ver 
For  any 
other 
condition 
recorded  at 
part  11 

treatment 
es  and 
min) 

Total 

Individual 

pupils 

No 

No 

(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

1964  and  later 

509 

509 

— 

— 

7 

19 

23 

1963 

5,903 

5,896 

7 

— 

84 

313 

338 

1962 

4,749 

4,736 

13 

— 

54 

284 

288 

1961 

794 

793 

1 

— 

29 

66 

80 

I960 

344 

342 

2 

— 

8 

48 

47 

1959 

210 

208 

2 

— 

6 

31 

37 

1958 

1,588 

1,586 

2 

258 

55 

100 

129 

1957 

2,616 

2,615 

1 

136 

104 

199 

251 

1956 

575 

571 

4 

— 

32 

113 

138 

1955 

131 

131 

— 

— 

5 

14 

18 

1954 

762 

761 

1 

343 

57 

81 

117 

1953  & earlier 

4,599 

4,598 

1 

170 

166 

157 

298 

Total 

22,780 

22,746 

34 

907 

607 

1,425 

1,764 

TABLE  H 

OTHER  INSPECTIONS 


Number  of  Special  Inspections  2,347 

Number  of  Re-inspections  . . . . . . . . 4,497 

Total  . . 6,844 


TABLE  m 

INFESTATION  WITH  VERMIN 

Total  number  of  individual  examinations  of  pupils  in  schools  by  school  nurses  or  other  author- 
ised persons  . . . . . . . . . . . . . . ...  . . . . . . 74,698 

Total  number  of  individual  pupils  found  to  be  infested  . . . . . . . . . . . . 267 

Number  of  individual  pupils  in  respect  of  whom  cleansing  notices  were  (Section  54  (2),  Educa- 
tion Act,  1944)  19 

TABLE  IV 

EYE  DISEASES,  DEFECTIVE  VISION  AND  SQUINT 


External  and  other,  excluding  errors  of  refraction  and  squint  . . . . 281 

Errors  of  refraction  (including  squint)  2,728 


Total  . . 3,009 

Number  of  pupils  for  whom  spectacles  were  prescribed 1,305 
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TABLE  V 

DISEASES  AND  DEFECTS  OF  EAR,  NOSE  AND  THROAT 


Received  operative  treatment — 

(a)  for  diseases  of  the  ear  . . 87 

(b)  for  adenoids  and  chronic  tonsilitis  1,690 

(c)  for  other  nose  and  throat  conditions  ...  359 

Received  other  forms  of  treatment  . . . . . . . . . . ...  48 


Total  ..  2,184 


Total  number  of  pupils  in  schools  who  are  known  to  have  been  provided 
with  hearing  aids — 

(a)  during  1967  32 

(b)  in  previous  years 119 


TABLE  VI 


ORTHOPAEDIC  AND  POSTURAL  DEFECTS 

(a)  Pupils  treated  at  clinics  or  out-patients  departments  . . . . 65 

(b)  Pupils  treated  at  school  for  postural  defects 471 


Total  . . 536 


TABLE  Vn 

DISEASES  OF  THE  SKIN 
(excluding  uncleanliness,  for  which  see  Table  III) 


Ringworm — (a)  Scalp 2 

(b)  Body  . . . . . . 4 

Scabies  . . . . . . . . . . . . . . . . . . 10 

Impetigo  . . . . . . . . . . . . 25 

Other  skin  diseases  . . . . . . . . . . . . . . . . 3 


Total  . . 44 


TABLE  VIII 

CHILD  GUIDANCE  TREATMENT 

Pupils  treated  at  Child  Guidance  clinics  1 ,242 

TABLE  IX 
SPEECH  THERAPY 

Pupils  treated  by  speech  therapists . . . . 924 


TABLE  X 

OTHER  TREATMENT  GIVEN 


(a)  Pupils  with  minor  ailments  ..  ..  5,411 

(b)  Pupils  who  received  convalescent  treatment  under  School  Health 

Service  arrangements  . . . . 7 

(c)  Pupils  who  received  B.C.G.  vaccination  6,221 

(d)  Other  than  (a),  (b)  and  (c)  above. 

Verrucae  other  Foot  Ailments  ..  ..  ..  1,541 

Diabetic  Association  holiday  camps  . . . . 3 

Enuresis  . . 40 


Total  ..  ..  13,223 
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TABLE  XI 

DEFECTS  FOUND  BY  PERIODIC  AND  SPECIAL  MEDICAL  INSPECTIONS 

DURING  THE  YEAR 


(1967  figures  in  parentheses) 


Defect 

Code 

No. 

(1) 

Defect  or  Disease 

(2) 

Entrants 

PERIODIC  IT 

Leavers 

>JSPECTIONS 

Others 

Total 

SPECIAL 

INSPECTIONS 

4 

Skin 

T 

24  (36) 

31 

(65) 

26 

(41) 

81  (142) 

21  (28) 

O 

76  (57) 

18 

(18) 

38 

(24) 

132  (99) 

71  (59) 

5 

Eyes — a.  Vision 

T 

143  (107) 

229  (379) 

209  (351) 

581  (837) 

204  (217) 

O 

284  (228) 

122  (149) 

226  (181) 

632  (558) 

213  (206) 

b.  Squint 

T 

63  (62) 

8 

(6) 

16 

(20) 

87  (88) 

19  (33) 

O 

77  (59) 

3 

(-) 

18 

(5) 

98  (64) 

46  (46) 

c.  Other 

T 

3 (4) 

18 

(6) 

5 

(4) 

26  (14) 

4 (2) 

O 

9 (3) 

9 

(2) 

6 

(2) 

24  (7) 

7 (9) 

6 

Ears — a.  Hearing 

T 

153  (91) 

55 

(37) 

85 

(43) 

293  (171) 

254  (171) 

O 

521  (288) 

67 

(51) 

197  (166) 

785  (522) 

721  (515) 

b.  Otitis  Media . . 

T 

21  (23) 

2 

(4) 

12 

(6) 

35  (33) 

33  (8) 

O 

87  (51) 

3 

(3) 

18 

(8) 

108  (62) 

66  (48) 

c.  Other 

T 

8 (6) 

4 

(4) 

11 

(3) 

23  (13) 

14  (13) 

O 

20  (4) 

3 

(6) 

33 

(3) 

56  (13) 

30  (13) 

7 

Nose  and  Throat 

T 

61  (84) 

26 

(30) 

40 

(41) 

127  (155) 

43  (72) 

O 

319(317) 

21 

(8) 

53 

(57) 

393  (382) 

272  (202) 

8 

Speech  . . 

T 

115  (126) 

6 

(1) 

35 

(28) 

156  (155) 

114  (148) 

O 

176  (116) 

4 

(3) 

30 

(15) 

210(134) 

146  (156) 

9 

Lymphatic  Glands 

T 

3 (5) 



(-) 

3 

(2) 

6 (7) 

2 (2) 

O 

62  (30) 

1 

(4) 

8 

(2) 

71  (36) 

36  (23) 

10 

Heart 

T 

15  (14) 

3 

(9) 

14 

(9) 

32  (32) 

11  (13) 

O 

99  (57) 

9 

(17) 

15 

(25) 

123  (99) 

60  (89) 

11 

Lungs  

T 

15  (25) 

3 

(20) 

15 

(30) 

33  (75) 

22  (34) 

O 

103  (88) 

14 

(15) 

63 

(49) 

180  (152) 

161  (131) 

12 

Developmental — a.  Hernia 

T 

9 (12) 

5 

0) 

6 

(6) 

20  (19) 

6 (4) 

O 

14  (18) 

1 

(1) 

7 

(3) 

22  (22) 

26  (14) 

b.  Other 

T 

23  (30) 

28 

(22) 

42 

(57) 

93  (109) 

38  (30) 

O 

158  (84) 

24 

(5) 

63 

(45) 

245  (134) 

99  (74) 

13 

Orthopaedic— a.  Posture 

T 

12  (13) 

12 

(9) 

13 

(13) 

37  (35) 

20  (42) 

O 

41  (28) 

13 

(4) 

20 

(16) 

74  (48) 

35  (37) 

b.  Feet 

T 

56  (82) 

26 

(27) 

50 

(45) 

132  (154) 

63  (99) 

O 

99  (65) 

29 

(15) 

36 

(26) 

164  (106) 

146  (135) 

c.  Other 

T 

30  (19) 

15 

(18) 

17 

(24) 

62  (61) 

17  (29) 

O 

81  (59) 

18 

(17) 

25 

(17) 

124  (93) 

60  (47) 

14 

Nervous  System — a.  Epilepsy  . . 

T 

- (6) 



(4) 



(4) 

- (14) 

9 (7) 

O 

20  (13) 

5 

(7) 

7 

(12) 

32  (32) 

39  (67) 

b.  Other 

T 

10  (8) 

7 

(4) 

7 

(10) 

24  (22) 

13  (19) 

O 

53  (42) 

10 

(6) 

29 

(9) 

92  (57) 

32  (53) 

15 

Psychological — a.  Development 

T 

22  (20) 

3 

(2) 

51 

(30) 

76  (52) 

83  (101) 

O 

223  (122) 

20 

(13) 

86 

(79) 

329  (214) 

269  (363) 

b.  Stability 

T 

9 (16) 

15 

(7) 

21 

(16) 

45  (39) 

63  (75) 

O 

124  (139) 

30 

09) 

100 

(93) 

254  (251) 

310  (259) 

16 

Abdomen  

T 

— (5) 

2 

(1) 

1 

(6) 

3 (12) 

2 (3) 

O 

19  (13) 

4 

(7) 

12 

(9) 

35  (29) 

43  (15) 

17 

Other 

T 

9 (15) 

10 

(31) 

21 

(13) 

40  (59) 

33  (40) 

O 

84  (92) 

60 

(45) 

104 

(76) 

248  (213) 

291  (178) 

(T)=The  number  of  pupils  found  to  require  treatment.  (0)=The  number  of  pupils  found  to  require  observation. 
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TABLE  XII 

HANDICAPPED  PUPILS  REQUIRING  EDUCATION  AT  SPECIAL  SCHOOLS 
APPROVED  UNDER  SECTION  9(5)  OF  THE  EDUCATION  ACT,  1944 
OR  BOARDING  IN  BOARDING  HOMES 


As  at  23rd  January,  1969 

Blind 

(1) 

Parti- 

ally 

Sighted 

(2) 

Deaf 

(3) 

Parti- 

ally 

Hearing 

(4) 

Physic- 

ally 

Handi- 

capped 

(5) 

Delicate 

(6) 

Malad- 

justed 

(7) 

E.S.N. 

(8) 

Epileptic 

(9) 

Speech 

Defects 

(10) 

TOTAL 

(ID 

No.  awaiting  placement 

2 

1 

3 

— 

6 

7 

14 

244 

— 

3 

280 

No.  attending  special  Day 

— 

4 

3 

33 

19 

1 

39 

602 

— 

— 

701 

Schools  etc.  Boarding 

12 

3 

16 

19 

45 

30 

101 

275 

9 

— 

510 

— 

5 

No.  being  educated  in  Hospitals 

— 

— 

— 

— 

53 

— 

— 

— 

— 

— 

53 

No.  being  educated  at  home 

— 

— 

— 

— 

19 

2 

7 

4 

3 

- 

35 

Total 

14 

8 

22 

52 

142 

40 

161 

1,125 

12 

3 

1,579 

No.  newly  assessed  during  1968 

1 

1 

5 

*! 

6 

8 

27 

279 

— 

2 

329 
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TABLE  XIII 
SCHOOL  CLINICS 
as  at  December,  1968 


Child  Guidance  : 


Sessions 


Walton  House,  Walton  Street,  Aylesbury 

88  Roberts  Road,  High  Wycombe 

The  Health  Centre,  Burlington  Road.  Slough 

Whalley  Drive,  Bletchley 

The  School  Clinic,  Germain  Street,  Chesham 


4 

9 

11 

6 

4 


sessions  per  week 


99  99  99 

99  99  99 

99  99  99 


Dental  : 


Quarrendon 

Pebble  Lane,  Aylesbury 

Whalley  Drive,  Bletchley 

Flat  1,  Verney  Close,  Buckingham 

The  School  Clinic,  Germain  Street,  Chesham  . . 

51  Priory  Road,  High  Wycombe 

The  Health  Centre,  Victoria  Road,  Marlow 

The  Health  Centre,  Burlington  Road,  Slough  . . 

Wexham  Court,  Rnolton  Way,  Slough 

The  School  Clinic,  122  Church  Street,  Wolverton 

Ambulance  Centre,  Chiltem  Avenue,  Amersham 

Health  Centre,  Parlaunt  Park,  Langley,  Slough 

1 Wentworth  Avenue,  Britwell  Estate,  Slough 


8 

10 

12 

2 

8 

24 

5 

17 

1 

2 

6 
6 
5 


sessions  per  week 


Ophthalmic  : 


51  Priory  Road,  High  Wycombe  . . . . . . . . . . 2 sessions  per  week 

The  Health  Centre,  Burlington  Road,  Slough  . . . . . . . . 2 „ „ „ 


Orthoptic  : 


51  Priory  Road,  High  Wycombe 


4 sessions  per  week 


Speech  Therapy  : 


Pebble  Lane  Clinic,  Aylesbury 
Quarrendon  Clinic,  Lay  Road,  Aylesbury 
Walton  House,  Walton  Street,  Aylesbur> 

The  School  Clinic,  Germain  Street,  Chesham 
The  Health  Centre,  Oxford  Road,  Denham 
The  Health  Centre,  Burlington  Road,  Slough 
Health  Centre,  Britwell  Estate,  Slough  . . 
Health  Centre,  Parlaunt  Park,  Langley,  Slough 
Health  Centre,  Victoria  Road,  Marlow  . . 
Health  Centre,  Wexham  Court  Estate  . . 

51  Priory  Road,  High  Wycombe 


1 

3 

4 
2 
1 
4 
1 

3 
1 
2 

4 


sessions  per  week 

99  99  99 


99  99 

99  99 

99  99 


Vaccination  and  Immunisation  : 


Municipal  Health  Centre,  High  Wycombe 


2 sessions  per  week 
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APPENDIX  A 


National  Health  Service 

TWENTIETH  ANNIVERSARY  CONFERENCE 
J.  J.  A.  REID 

County  Medical  Officer  of  Health,  Buckinghamshire 

To  be  asked  to  prepare  this  paper  was  an  honour  but,  in  addition,  the  event  which  we  are  com- 
memorating has  a particular  personal  significance  because,  at  the  time  that  Aneurin  Bevan  was  present- 
ing the  National  Health  Service  Bill  to  the  country,  I was  one  of  those  involved,  through  the  British 
Medical  Students’  Association,  in  putting  forward  the  views  of  students  on  that  proposed  radical 
reorganisation  of  medical  care.  My  membership  of  the  medical  profession  dates  from  the  year  before 
the  introduction  of  the  National  Health  Service,  and  it  is  therefore  singularly  satisfying  to  have  been 
given  the  opportunity  of  trying  to  take  stock  of  at  least  some  of  the  many  developments  which  have 
taken  place  since  1948.  It  is  also,  I hope,  permissible  to  attempt  to  predict  the  future  implications  of 
certain  of  the  more  recent  trends. 

As  a medical  student  in  pre-National  Health  Service  days,  I had  relatively  simple  impressions 
of  what  were  to  become  the  three  administrative  components  of  the  Service.  The  hospital  was  the 
embodiment  of  all  that  was  best  in  medical  care  and  my  own  teaching  hospital  was,  naturally,  the 
centre  of  the  medical  universe.  General  practice  was  a place  for  rugged  individualists  who  tackled 
everything  from  advanced  midwifery  to  various  forms  of  surgery  and  whose  personalities  were  at 
least  as  powerful  as  their  potions.  The  public  health  service,  leaving  aside  its  hospital  function,  I asso- 
ciated largely  with  the  less  salubrious  aspects  of  the  crude  physical  environment.  These  three  branches 
of  my  profession  seemed  to  me  to  be  quite  separate  and  to  have  a very  definite  pecking  order  and,  in 
retrospect,  their  practitioners  might  well  have  been  represented  by  the  archetypes  of  Kildare,  Cameron 
and,  of  course,  my  dear  old  colleague  Snoddie.  Perhaps  I might  add  that,  had  any  of  my  fellow  students 
suggested  that  I was  fated  to  become  a medical  administrator,  I would  have  expressed  impolite 
incredulity. 

As  a matter  of  convenience,  I propose  to  look  serially  at  the  three  administrative  components  of 
the  National  Health  Service  in  the  light  of  the  changes  which  have  occurred  since  1948,  and  to  refer  to 
some  of  the  trends  which  have  emerged  or  are  in  the  process  of  emerging.  In  doing  so,  I recognise 
that  to  divide  my  subject  up  in  this  way  is  illogical  because  the  most  significant  development  of  all  has 
been  the  steady  movement,  particularly  in  the  last  few  years,  towards  functional,  if  not  administrative, 
unification  of  the  National  Health  Service. 

Hospitals 

The  hospitals  represent  the  largest  single  investment  of  the  Service  in  terms  of  capital  and  revenue 
expenditure  and  of  skilled  resources,  in  addition  to  which  they  are  coming  to  constitute  the  physical 
and  spiritual  centres  for  all  health  service  workers  in  their  areas.  On  the  other  hand,  no  doubt  partly  on 
account  of  their  monastic  origins,  hospitals  have  tended  to  be  inward-looking  and  to  be  inadequately 
aware  both  of  the  communities  which  they  exist  to  serve  and  of  the  roles  of  doctors  and  other  health 
service  personnel  who  practise  predominantly  in  those  communities.  One  of  the  most  interesting 
recent  trends  has  been  an  awakening  of  interest  on  the  part  of  hospitals  in  those  wider  aspects  of  medical 
care,  and  it  is  particularly  encouraging  to  find  that  this  movement  has  spread  to  some  of  the  London 
teaching  hospitals,  the  work  of  Professor  John  Butterfield’s  team  at  Guy’s  being  an  outstanding 
example.  This  new  movement  within  the  hospital  service  will  inevitably  lead  to  its  playing  a more 
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effective  and  less  episodic  part  in  the  provision  of  medical  care,  and  to  its  developing  a much  greater 
interest  in  such  subjects  as  epidemiology,  health  education  and  the  prevention  of  disease  which, 
erroneously,  have  not  hitherto  been  regarded  as  having  any  relevance  to  the  functions  of  hospitals. 

The  main  concentration  of  advanced  technical  skills  will  continue  to  be  based  on  hospitals,  but 
their  true  role  will  increasingly  be  to  care  for  those  who  really  need  their  specialised  staff  and  facilities, 
either  for  diagnostic  or  for  therapeutic  purposes.  There  has  been  a general  levelling  up  of  standards 
throughout  the  hospital  service  since  the  advent  of  the  National  Health  Service  and,  in  England  and 
Wales,  the  distinction  between  teaching  and  so-called  non-teaching  hospitals  is  at  last  becoming  less 
rigid — a process  which,  as  one  would  expect,  has  always  been  more  advanced  in  Scotland.  These  changes 
have  been  accompanied  by  the  emergence  of  the  concept  of  the  district  general  hospital,  with  its  ability 
to  provide  the  major  types  of  care  for  its  surrounding  community,  leaving  the  rarer  specialties  to  be 
supplied  at  sub-regional  or  regional  levels. 

The  growth  of  specialisation  is  inevitable,  and  leads  to  the  need  for  larger  units,  a development 
which  is  by  no  means  confined  to  health  services,  having  its  analogies  in  industry  and,  indeed,  through- 
out the  whole  of  our  national  life.  This  concentration  of  resources  brings  clear  advantages  in  terms  of 
availability  of  expertise,  but  simultaneously  poses  problems  of  communication  and  of  management. 
Neither  is  insuperable,  and  each  constitutes  a challenge  to  everyone  who  works  in  the  hospital  service. 
Thus,  largeness  need  not  and  must  not  imply  an  impersonal  service  to  the  sick;  and  good  management 
should  be  recognised  as  directly  relevant  to  the  effective  care  of  patients.  These  matters  are  the  object 
of  considerable  discussion,  and  this  has  been  stimulated  and  sustained  by  the  publication  of  such 
documents  as  the  first  report  of  the  Joint  Working  Party  on  the  Organisation  of  Medical  Work  in 
Hospital. 

Within  hospitals,  the  rigid  allocation  of  beds  to  consultants,  with  the  constant  danger  of  their 
becoming  status  symbols  corresponding  to,  but  more  dangerous  than,  the  size  of  the  general  practi- 
tioner’s car  or  the  depth  of  pile  of  the  medical  officer  of  health’s  carpet,  is  giving  way  to  the  more 
relevant  classification  of  the  type  and  degree  of  care  which  each  patient  requires.  The  traditional 
attitude  was  epitomised  in  a letter  from  a teaching  hospital,  which  assured  a committee  of  which  I 
am  a member  that  all  patients  of  a certain  type  “are  cared  for  in  the  Professor’s  beds”,  whereas  the 
emerging  new  attitude  was  expressed  by  Professor  Butterfield  in  his  1968  Rock  Carling  lecture  when 
he  said,  albeit  perhaps  a little  ambiguously,  that  he  wanted  to  see  “more  sharing  of  beds”  in  hospitals. 

The  medical  and  social  advances  which  have  taken  place  since  1948  have  brought  about  changes  in 
the  pattern  of  hospital  admissions.  Thus  the  efficacy  of  immunisation  and  other  preventive  measures 
has  led  to  an  enormous  reduction  in  the  need  for  hospital  beds  for  such  diseases  as  tuberculosis  and 
poliomyelitis,  whilst  the  advent  of  more  effective  therapeutic  agents,  such  as  antibiotics,  has  enabled 
general  practitioners,  increasingly  in  association  with  other  members  of  the  community  health  team, 
to  treat  large  numbers  of  patients  in  their  own  homes.  Improved  housing  and  social  services  have 
similarly  facilitated  the  development  of  home  care. 

In  addition,  successful  attempts  have  been  made  in  several  areas  to  rationalise  the  division  of 
care  between  hospital  and  home  and  to  adopt  more  flexible  attitudes  towards  such  matters  as  the  length 
of  time  a woman  should  stay  in  hospital  after  confinement  or  a man  after  the  repair  of  a hernia.  The 
retention  of  patients  in  hospital  for  fixed  periods  after  operation  for  no  better  reason  than  tradition  is 
coming  increasingly  to  be  questioned,  and  experience  has  shown  the  wide  scope  for  policies  of  planned 
early  discharge  and,  in  properly  selected  cases,  for  out-patient  surgery.  Furthermore,  the  provision  of 
simple  hostel  accommodation  in  association  with  general  hospitals,  adumbrated  in  the  report  of  the 
Chief  Medical  Officer  of  the  Ministry  as  long  ago  as  the  year  of  the  inception  of  the  National  Health 
Service,  is  likely  to  be  a growing  trend  for  those  who  do  not  require  the  full  panoply  of  care  in  a ward ; 
as  is  the  use  of  day  hospitals  for  patients  who  can  suitably  return  to  their  own  homes  at  night.  In  a 
similar  vein,  the  admission  of  patients  to  hospital  for  investigations  which  could  perfectly  adequately  be 
performed  as  out-patients  is  diminishing. 
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These  developments  are  leading  to  a rapidly  expanding  interest  in  the  overall  pattern  of  provision 
of  medical  care  and  to  the  realisation  that  there  is  a reciprocal  relationship  between  the  services 
supplied  by  hospitals  on  the  one  hand,  and  by  general  practitioners  and  local  health  authorities  on  the 
other,  this  reciprocity  being  equally  applicable  to  prevention  and  to  treatment.  It  is  this  relationship 
which  makes  it  at  best  unrealistic,  and  at  worse,  utterly  jejune,  to  try  to  plan  the  development  of  the 
three  administrative  branches  of  the  National  Health  Service  in  isolation  from  each  other. 

I welcome  the  growing  interest  in  the  place  of  the  community  in  medical  care,  and  believe  that  the 
merits  of  this  must  be  assessed  solely  in  terms  of  what  is  right  for  the  patient  and  not  on  the  basis  of 
sterile  arguments  about  former  practices  or  about  the  particular  pocket  from  which  the  requisite 
money  will  need  to  be  forthcoming.  Ultimately,  the  question  resolves  itself  into  what  form  of  care  is 
best,  physically,  psychologically  and  socially,  for  the  individual  patient,  and  there  is  need  for  much 
more  experimentation,  accompanied  by  attempts  to  measure  the  outcome  of  different  approaches. 
There  is  also  wide  scope  for  investigations  into  the  relative  advantages  of  various  forms  of  hospital 
and  domiciliary  care  both  in  terms  of  costs  and  of  the  deployment  of  limited  supplies  of  skilled  man- 
power and,  in  some  cases,  of  expensive  equipment.  For  example,  it  is  commonly  assumed  that  domi- 
ciliary care  is  invariably  much  less  expensive  than  treatment  in  hospital,  but  it  is  important  to  ensure 
that  this  difference  in  costs  is  not,  in  part,  due  to  a comparison  between  an  indifferent  level  of  care  in 
the  former  and  a higher  standard  in  the  latter.  Similarly,  there  is  need  for  more  study  of  the  deployment 
of  midwives  and  of  state  registered  nurses  between  the  hospital  and  domiciliary  services. 

General  practice 

In  considering  the  area  of  overlap  between  hospital  and  domiciliary  care,  it  must  be  remembered 
that  the  great  bulk  of  illness  is,  in  fact,  treated  by  general  practitioners  and  that  this  country  remains 
as  firmly  committed  to  them  as  doctors  of  first  contact  as  it  was  when  the  National  Health  Service 
was  inaugurated.  On  the  other  hand,  since  1948  there  have  been  several  significant  developments  in 
relation  to  general  practice,  including  the  foundation  of  the  Royal  College  of  General  Practitioners, 
the  publication  of  the  Gillie  Report  and,  more  recently,  a distinct  trend  towards  reorganisation  and 
towards  a revised  definition  of  the  role  of  the  family  doctor.  Dr.  John  Brotherston’s  cottage  industry  is, 
in  fact,  currently  in  the  throes  of  its  own  industrial  revolution. 

The  reorganisation  is  directed  towards  making  general  practitioners  less  isolated  from  both  each 
other  and  from  what  have  hitherto  been  regarded  as  quite  separate  parts  of  the  health  service  structure. 
This  has  involved  a movement  away  from  single-handed  practice  towards  working  together  in  groups, 
and  the  size  of  these  groups  is  enlarging  and,  in  the  view  of  the  Royal  Commission  on  Medical  Educa- 
tion, should  enlarge  still  further,  to  include  twelve  or  more  general  practitioners  in  each.  This  movement 
towards  a bigger  unit  is  in  many  ways  analogous  to  the  state  of  affairs  which  has  already  been  noted 
in  relation  to  hospitals  and  which  must  also  apply,  sooner  or  later,  in  the  field  of  local  government. 

Such  larger  groupings  in  general  practice  facilitate  the  attachment  of  local  authority  health  visitors, 
nurses,  midwives  and  nursing  auxiliaries ; and  attachment  schemes,  although  still  applicable  to  only  a 
small  minority  of  such  staff,  have  already  demonstrated  the  contribution  which  they  can  make  to 
effective  communication  and  hence  to  the  usefulness  of  the  community  care  team.  Patients,  doctors 
and  attached  staff  alike  benefit  from  such  groupings,  and  particularly  from  the  greater  selectivity  of 
approach  and  delegation  of  duties  which  attachments  facilitate.  Thus  the  pooling  of  knowledge  within 
the  team  enables  priorities  to  be  more  adequately  selected  and  a gradual  reassessment  of  roles  to  take 
place.  The  health  visitor  is  helped  in  extending  her  work  to  cover  a wider  range  of  clients  and  duties ; 
the  nurse  ceases  to  be  under-utilised  and  has  more  interesting  and  responsible  tasks  delegated  to  her; 
and  the  general  practitioner  can  take  his  rightful  place  as  the  leader  of  a co-ordinated  team  instead  of 
remaining  an  isolated  entrepreneur  in  the  realm  of  do-it-yourself.  It  has  also  interested  me  to  hear 
spontaneous  remarks  from  patients  about  their  appreciation  of  receiving  care  from  a team  rather  than 
from  a collection  of  disparate  individuals. 
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Whether  the  community  care  team  should  be  based  on  group  practice  premises  or  on  a health 
centre  is,  in  many  ways,  immaterial,  as  it  is  the  attitude  of  mind  of  those  working  together  which 
matters  rather  than  the  ownership  of  the  bricks  and  mortar  from  which  they  work.  Nevertheless,  the 
upsurge  of  interest  in  health  centres  has  been  one  of  the  most  remarkable  features  of  the  past  three 
years,  and  there  is  no  doubt  that  a well-designed  centre  can  contribute  much  towards  practice  efficiency 
and  towards  ensuring  closer  co-operation  amongst  all  who  work  in  it. 

Although,  as  has  already  been  said,  this  country  is  still  firmly  committed  to  the  general  practitioner 
as  the  doctor  of  first  contact,  there  are  differing  opinions  about  his  precise  future  role.  At  one  end 
of  the  scale,  many  believe  that  he  should  remain  a generalist,  whilst  at  the  other,  systems  have  been 
advocated  whereby  such  doctors  would  restrict  themselves  to  dealing  with  specific  age  groups  or  with 
different  types  of  disease.  Between  these  two  extremes  there  seems  to  be  emerging  an  intermediate 
arrangement  under  which  doctors  in  group  practice  can  have  the  opportunity  of  developing  special 
clinical  interests.  Thus  each  member  of  the  practice  would  continue  to  have  his  own  list  of  patients 
towards  whom  he  would  act  as  the  doctor  of  first  contact  but,  in  certain  instances,  he  might  ask  one 
of  his  fellow  practitioners  for  help  and  advice.  This  sort  of  arrangement  might  be  applied,  for  example, 
to  the  control  of  diabetes  as,  if  one  member  of  a group  practice  had  a particular  interest  in  that  disease 
and  assisted  his  colleagues  in  the  work  of  caring  for  the  diabetics  in  the  practice,  he  would  see  suffi- 
cient numbers  to  become  more  confident  in  such  work  than  would  be  the  case  if  he  saw  only  those 
diabetics  who  were  on  his  own  list  of  patients. 

Such  special  interests  are  also  helpful  in  relation  to  another  growing  point  in  general  practice, 
which  is  the  establishment  of  a closer  relationship  with  hospital  medicine.  There  has  been  a steady 
movement  during  the  past  twenty  years  towards  giving  general  practitioners  access  to  hospital  patho- 
logical, x-ray  and  other  diagnostic  facilities  and  this  is  a primary  necessity  if  these  doctors  are  to  be 
enabled  to  carry  out  their  work  effectively  and  to  derive  adequate  satisfaction  from  it.  In  addition,  it 
has  become  clear  that  many  general  practitioners  would  like  to  play  a more  positive  part  in  the  hospital, 
either  by  undertaking  the  continuing  care  of  patients  whom  they  have  admitted  or  by  having  direct 
responsibility  as  members  of  the  staff  of  appropriate  clinical  divisions.  Thus  the  family  doctor  with  a 
special  interest  in  diabetes  could  usefully  be  fitted  into  the  hospital  medical  division ; and  similarly,  one 
with  an  interest  in  psychiatry  should  be  able  to  develop  and  use  his  skills  for  the  benefit  of  hospital 
patients.  Other  examples  of  potential  special  interests  are  to  be  found  in  the  fields  of  industrial  or  child 
health,  and  in  the  case  of  the  latter,  the  report  of  the  Sheldon  Committee  has  pointed  the  way  for 
suitably  prepared  general  practitioners  to  assume  responsibility  for  much  of  the  clinical  work  at  present 
carried  out  by  public  health  doctors. 

In  general  practice,  there  is  wide  scope  for  exploring  new  approaches  to  the  provision  of  medical 
care,  and  this  process  will  no  doubt  be  stimulated  by  improved  vocational  training  and  by  closer 
contact  with  other  branches  of  medicine.  It  is  clear  that  there  is  ample  room  for  the  general  practitioner 
to  delegate  certain  aspects  of  his  work  to  other  members  of  the  health  team,  and  this  process  may 
well  extend  beyond  the  carrying  out  of  defined  tasks  on  the  specific  instructions  of  the  doctor,  into  the 
realm  of  limited  diagnosis.  Such  developments  should  be  encouraged  and  evaluated  as  contributions 
towards  enabling  the  general  practitioner  to  assume  his  emerging  new  and  wider  role  in  the  National 
Health  Service  of  the  future. 


Public  health 

The  local  health  authorities,  which  constitute  the  third  branch  of  the  National  Health  Service, 
have  also  been  involved  in  profound  changes  during  the  past  twenty  years.  Unfortunately,  whereas  the 
regional  structure  of  the  hospital  service  is  essentially  a rational  one,  this  is  not  true  of  local  health 
authorities,  which  vary  enormously  in  size  and  resources,  and  partly  as  a result  of  this,  the  standards  of 
service  which  they  provide  are  more  variable  than  those  applicable  in  the  hospital  service.  Nevertheless, 
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a substantial  degree  of  levelling  up  has  taken  place,  particularly  since  the  introduction  of  long-term 
planning  in  1962.  Local  authorities  also  have  distinct  advantages  over  the  other  two  segments  of  the 
National  Health  Service  as  a result  of  their  flexibility  both  in  planning  and  in  finance  and,  whilst  this 
flexibility  can  on  occasion  result  in  lack  of  progress,  I believe  that  the  majority  of  authorities  have  been 
ready  and  willing  to  experiment  and  to  adapt  their  services  to  changing  social  and  medical  needs. 

Many  public  health  activities  had  their  origins  in  stop-gap  measures  designed  to  overcome  defi- 
ciencies in  former  patterns  of  medical  care,  and  the  most  encouraging  recent  development  has  been  the 
movement  away  from  the  provision  of  services  in  isolation  from  other  branches  of  medicine  towards  a 
co-ordinated  system,  a notable  example  of  this  being  the  attachment  of  staff  to  general  practices,  to 
which  reference  has  already  been  made.  Similarly,  a variety  of  links  have  been  forged  between  the 
public  health  and  hospital  services  in  the  field  of  staff  training  and  of  the  care  and  after-care  of  patients. 
In  some  areas,  nurses  and  midwives  undertake  regular  refresher  courses  in  the  wards  and  departments 
of  their  local  district  general  hospitals,  and  integrated  systems  of  training  are  likewise  helping  to  build 
up  mutual  understanding  and  trust,  thereby  paving  the  way  towards  agreed  policies  on  discharge  and 
after-care,  a process  which  is  further  strengthened  where  hospital  staff  are  enabled  to  spend  periods 
working  in  the  community. 

Health  visitors  can  form  useful  links  between  the  hospital  and  the  domiciliary  health  team,  thus 
providing  continuity  of  care  for  patients.  Various  joint  medical  appointments  have  come  into  being 
between  hospitals  and  local  health  authorities,  and  these  are  especially  valuable  in  geriatrics,  in  psy- 
chiatry and  in  the  care  of  handicapped  children  and  adults.  Joint  social  work  schemes,  particularly  in 
the  realm  of  psychiatry,  have  been  evolved  to  the  advantage  of  all  concerned,  and  joint  appointments 
also  exist  in  a large  number  of  other  services  in  which  both  hospitals  and  local  health  authorities  have 
responsibilities. 

Quite  apart  from  joint  appointments,  local  health  authorities  have  played  a large  part  in  the  process 
of  transferring  the  care  of  certain  groups  of  patients  from  hospitals  to  the  community.  Progress  has 
been  particularly  striking  in  the  case  of  the  mentally  subnormal,  where  the  emphasis  has  clearly  passed 
to  community  care  for  all  but  the  most  severely  handicapped,  and  there  has  been  a more  than  ten-fold 
increase  in  the  provision  of  places  in  training  centres  during  the  past  twenty  years.  Although  technically 
outside  my  brief  for  this  paper,  there  has  also  been  a substantial  increase  in  the  provision  made  by 
local  authorities  for  accommodating  the  elderly  and  for  helping  the  permanently  handicapped. 

The  closer  relationship  which  has  developed  between  public  health  staff,  general  practitioners  and 
hospital  personnel  is,  I hope  and  believe,  also  having  a beneficial  effect  by  reminding  these  last  two 
groups  that  the  scope  for  prevention  in  relation  to  modern  epidemics  such  as  lung  cancer  is  no  less 
than  it  was  in  the  past  in  the  case  of  such  infectious  disease  as  tuberculosis.  It  is,  in  theory,  unnecessary 
to  have  a branch  of  the  medical  profession  with  a particular  responsibility  towards  the  prevention  of 
disease,  as  this  should  enter  more  and  more  into  the  work  of  all  doctors.  In  practice,  however,  it  is  still 
necessary,  as  otherwise  the  claims  made  on  resources  by  prevention,  with  its  essentially  long-term 
results,  would  stand  in  danger  of  being  totally  submerged  by  the  competing  demands  of  therapy,  with 
all  its  more  immediate  glamour. 

The  oft-repeated  statement  that  prevention  is  better  than  cure  is  in  danger  of  becoming  a 
meaningless  cliche  as  those  who  employ  the  phrase  usually  mean  simply  that  they  would  prefer  to 
remain  healthy  but  are  unwilling  to  take  any  positive  steps  to  attain  that  goal.  It  is  for  this  reason  that 
health  education,  in  the  widest  sense  of  the  term,  has  come  to  be  recognised  as  the  most  important 
activity  of  the  public  health  service  and  one  which  must  also  come  to  be  applied  in  an  organised  way  in 
general  practice  and  in  hospitals.  There  are  enormous  anti-health  interests  at  work  in  our  society,  and 
the  need  for  leadership  and  for  a skilled  approach  to  health  education  has  been  recognised  by  the 
number  of  local  health  authorities  which  have  established  specialist  health  education  sections,  and  by 
the  recent  establishment,  at  national  level,  of  the  Health  Education  Council.  Priorities  will  always 
exist  in  medicine,  and  health  education  must  be  put  before  many  other  more  dramatic,  more  publicised, 
but  less  relevant  activities. 
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Health  education  also  enters  into  any  consideration  of  the  early  detection  of  disease,  both  where 
this  involves  encouraging  those  who  think  that  they  might  be  suffering  from  some  particular  condition 
to  go  to  their  doctors  for  diagnosis,  and  in  carrying  out  specific  screening  tests  in  selected  groups  of  the 
population.  This  work  of  screening  is  still  in  its  infancy,  often  posing  more  problems  than  it  solves,  and 
it  is  clear  that  much  remains  to  be  learned,  even  about  such  basic  matters  as  the  dividing  line  between 
normality  and  abnormality.  Nevertheless,  where  selective  screening  is  deemed  to  be  appropriate,  local 
health  authorities  have  a part  to  play  in  educating  the  public,  and  possibly  in  providing  the  administra- 
tive mechanism  for  screening,  but  co-operation  with  general  practitioners  and  the  hospital  service  is 
essential  in  view  of  the  substantial  load  which  any  screening  programme  is  likely  to  place  upon  them. 

It  is  also  vital  to  ensure  that  screening  never  becomes  an  isolated  procedure  or  an  end  in  itself  and 
that  all  patients  thought  to  be  suffering  from  some  abnormality  which  calls  for  and  is  amenable  to 
therapy  are,  in  fact,  effectively  treated  and  followed  up.  This  last  point  may  seem  to  be  pathetically 
self-apparent,  yet  there  is  a real  danger  that,  as  a result  of  deficiencies  in  medical  education,  reinforced 
by  the  tripartite  nature  of  the  National  Health  Service,  the  processes  of  prevention,  screening,  diagnosis, 
treatment  and  after-care  will  become  fragmented  amongst  a variety  of  doctors  and  other  health  workers 
who,  although  enthusiastic  about  their  individual  responsibilities,  nevertheless  fail  to  appreciate  where 
these  fit  into  the  overall  pattern  of  medical  care.  In  consequence,  they  will  have  an  inadequate  under- 
standing of  the  ultimate  clinical,  social  and  administrative  consequences  of  their  own  actions. 


Conclusions 

In  looking  at  the  problems  which  lie  ahead,  it  is  going  to  be  necessary  to  establish  new  criteria  for 
measuring  health,  as  well  as  for  gauging  the  effectiveness  of  various  aspects  of  medical  care.  Many 
traditional  yardsticks,  such  as  the  infant  mortality  rate,  which  has  been  halved  since  1948,  have  no 
more  than  limited  value  for  the  future,  and  more  attention  should  be  paid  to  such  matters  as  the  steady, 
and  unnecessary,  increase  in  deaths  from  lung  cancer,  which  have  more  than  doubled  during  the  same 
period;  and  to  the  unsatisfactory  life  expectancy  of  middle-aged  men. 

There  is  need  to  exploit  Britain’s  advantageous  position  in  relation  to  vital  statistics,  epidemiology 
and  record  linkage,  and  there  is  wide  scope  for  continuing  operational  research  in  all  branches  of  the 
National  Health  Service.  This  must  be  accompanied  by  experimentation  in  the  provision  of  services, 
and  whilst  this  can  be  carried  out  virtually  anywhere,  particular  opportunities  present  themselves  in 
the  current  generation  of  new  towns  and  cities  being  planned  and  built  throughout  the  country.  This 
last  opportunity  has  been  seized  with  enthusiasm,  and  whereas  in  the  past  many  of  us  had  to  be  content 
with  medical  castles  in  the  air,  we  have  now  progressed  to  the  stage  where,  at  the  drop  of  a hat,  we 
will  produce  our  architects’  drawings  for  these  very  castles. 

The  aphorism  that  the  whole  is  greater  than  the  sum  of  its  parts  is  particularly  true  of  medical 
care,  and  at  the  end  of  the  first  twenty  years  of  the  National  Health  Service,  it  has  come  to  be  realised 
that  to  attempt  to  divide  care  into  arbitrary  components  such  as  hospital  and  community,  or  prevention 
and  cure,  is  a futile  exercise.  The  pattern  of  need  for  hospital  services  will  depend  both  upon  the  degree 
of  success  in  preventing  disease  from  arising  and  upon  the  standard  of  community  care  provided  by 
general  practitioners  and  local  health  authority  stalf.  Similarly,  prevention  merges  into  cure  when 
viewed  in  terms  of  such  screening  procedures  as  cervical  cytology. 

For  these  reasons  it  has  been  most  encouraging  to  observe  the  gradual  removal  of  the  artificial 
barriers  which  have  for  too  long  separated  the  three  main  branches  of  medical  practice.  Much  remains 
to  be  done,  and  the  National  Health  Service  will  no  doubt  be  profoundly  influenced  by  the  Report  of 
the  Royal  Commission  on  Medical  Education  and  by  the  forthcoming  reports  from  the  Seebohm 
Committee  and  from  the  Royal  Commission  on  Local  Government,  in  addition  to  which  the  Minister’s 
green  paper  is  awaited  with  keen  interest.  Waiting  for  the  publication  of  reports  has,  indeed,  replaced 
golf  and  sitting  on  committees  as  the  favourite  sport  of  the  medical  profession.  Nevertheless,  even 
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without  legislative  or  administrative  change,  the  National  Health  Service  has  been  moving  steadily 
towards  functional  unity,  as  has  been  demonstrated  by  the  recent  Health  Services  and  Public  Health 
Act,  certain  sections  of  which  have  legitimised  various  ventures  in  which  some  of  my  colleagues  and  I 
have  indulged  for  years.  Thus  the  provision  of  a joint  hospital  and  community  midwifery  service  is  now 
legal  and  my  only  fear,  as  a Calvinistic  Scot,  is  that  the  removal  of  the  sweet  savour  of  sin  may 
henceforth  make  such  matters  less  enjoyable  than  they  have  hitherto  been. 

There  are,  of  course,  still  obstacles  to  co-operation  in  the  form  of  individuals.  There  is  the  consultant 
whose  ivory  tower  has  frosted  glass  windows  and  who  has  no  realisation  of  the  big  world  which  exists 
beyond  his  microcosm;  the  general  practitioner  whose  personal  insecurity  renders  him  incapable  of 
joining  with  other  members  of  the  health  team;  and  the  medical  officer  of  health  who  broods  over  the 
halcyon  days  which  exist  only  in  his  imagination  instead  of  getting  on  with  the  task  of  reorientating  his 
department  to  deal  with  present-day  needs.  These,  however,  are  the  minority,  and  the  great  majority  of 
the  medical  profession  and  of  the  many  groups  who  work  with  it  accept  the  need  for  a united  approach 
to  the  provision  of  health  services. 

I have  not  hitherto  been  one  of  those  who  believe,  as  an  article  of  faith,  that  the  administrative 
unification  of  the  National  Health  Service  is  the  sole  road  to  salvation  and  that  it  would  automatically 
and  by  itself  ensure  a better  standard  of  medical  care;  nor  have  I been  a vociferous  advocate  of  such 
reorganisation  because  of  my  fear  that  over-emphasising  its  importance  might  lead  to  lack  of  progress 
within  the  existing  framework  of  the  Service.  In  the  light  of  changing  philosophies  in  medical  education 
and  in  the  practice  of  medicine,  however,  it  now  seems  to  me  that  unification  is  both  desirable  and 
inevitable.  Under  present  arrangements,  the  overall  pattern  of  medical  care  can  be  seen  solely  from  the 
upper  floors  of  Alexander  Fleming  House,  as  peripherally  the  Boards  of  Governors,  Regional  Hospital 
Boards,  Local  Executive  Councils  and  Local  Health  Authorities  are  responsible  for  what  can  only  be 
described  as  arbitrary  fragments  of  the  whole.  In  the  face  of  the  changes  which  I have  endeavoured  to 
outline  in  this  paper,  such  fragmentation  has  become  increasingly  incompatible  with  our  present  and 
future  needs,  and  it  is  clear  that  the  statutory  bodies  in  future  charged  with  the  regional  or  local 
administration  of  the  National  Health  Service  should  be  able  to  look  alike  at  hospital  and  community; 
prevention  and  cure. 

Medical  students  of  my  particular  generation  are  now  midway  between  discussion  of  the  National 
Health  Service  Bill  and  retirement.  The  generality  of  us  supported  that  Bill,  believing  it  to  be  an 
essential  step  in  the  evolution  of  this  country’s  social  services.  It  is  easy  to  criticise  the  National  Health 
Service,  and  many  aspects  of  it  merit  criticism ; but  it  is  also  all  too  easy  to  lose  a sense  of  perspective. 
It  is  my  submission  that,  in  the  years  since  1948,  we  have  seen  substantial  advance  in  the  provisions  of 
medical  care;  and  that,  in  trying  at  this  conference  to  take  stock  of  the  situation,  we  are  doing  so  not 
as  an  exercise  in  retrospection  but  rather  with  the  intention  of  establishing  a baseline  on  which  to  build 
for  the  decades  which  lie  ahead. 
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APPENDIX  B 


MILTON  KEYNES 
A Joint  Approach  to  Planning  * 

A new  city  called  Milton  Keynes  is  to  be  developed  in  north-east  Buckinghamshire  for  a population 
of  250,000  people,  as  part  of  a regional  programme  for  south-east  England.  Construction  will  begin 
this  year  and  the  new  city  starts  with  a number  of  advantages.  Firstly,  there  are  already  40,000  people 
living  in  the  designated  area,  thus  forming  a nucleus  around  which  its  social  institutions  can  develop. 
Then  there  are  the  advantages  of  its  location  on  major  transport  routes  midway  between  London  and 
the  Midlands.  The  projected  size  and  rapid  growth  rate  will  allow  Milton  Keynes  to  offer  a wider 
range  of  services,  jobs,  and  homes — and  to  offer  them  sooner — than  has  been  possible  in  earlier  new 
towns.  In  addition,  Milton  Keynes  should  benefit  from  the  cumulative  experience  derived  from  earlier 
generations  of  such  towns,  and  on  the  health  service  side  there  is  scope  for  applying  some  of  the 
lessons  which  have  been  learnt  during  the  past  20  years  of  the  National  Health  Service. 

With  these  advantages  as  a background  the  Milton  Keynes  Development  Corporation  and  their 
consultant  planners  began  planning  the  new  city  m December  1967.  When  the  final  plan  for  Milton 
Keynes  is  published  by  the  corporation  early  in  1970  it  will  embrace  in  a single  document  plans  for 
housing,  recreation,  education,  health,  transport,  and  the  many  other  human  needs.  The  plan  will 
propose  the  location,  size,  and  timing  of  all  of  these  activities;  it  will  establish  how  they  are  to  be 
co-ordinated;  and  it  will  attempt  to  reconcile  their  competing  demands  for  space  in  the  new  city. 

In  the  first  generation  of  new  and  expanded  towns  little  attempt  was  made,  except  in  the  case  of 
Harlow,  to  plan  the  health  services  as  an  integral  part  of  the  general  planning  of  the  town  (Office  of 
Health  Economics,  1967).  Since  then,  however,  circumstances  have  changed,  and  in  such  new 
developments  as  Thamesmead  (Smith  et  al.,  1966)  and  Livingston  (Duncan,  1969)  health  service  plan- 
ning has  preceded  physical  development. 

The  location  of  Milton  Keynes  (Fig.  1)  is  sufficiently  remote  from  comprehensive  hospital  services 
to  justify  the  construction  of  a district  general  hospital  to  serve  its  projected  population  of  250,000  as 
well  as  its  hinterland.  In  addition,  the  present  general-practitioner  and  public  health  services  in  the 
designated  area  cannot  be  expanded  within  their  existing  framework  to  meet  the  needs  of  the  future 
city.  The  opportunity  was  thus  presented  of  pre-planning  the  health  services  for  Milton  Keynes  without 
any  restrictions  resulting  from  a rigid  system  of  existing  medical  and  related  facilities. 

For  whom  is  Milton  Keynes  to  be  planned?  The  people  who  come  to  the  new  city  will  have  chosen 
to  do  so.  They  may  be  on  a London  housing  list  and  be  offered  a new  home  or  job  in  Milton  Keynes; 
they  may  choose  to  move  to  the  new  city  along  with  their  employers  or  relatives;  or  they  may  come  to 
buy  a home  (half  the  homes  will  be  for  sale)  or  to  take  a new  job.  Some  150,000  people  are  expected  to 
move  into  the  city  over  the  next  20  years,  and  the  total  population  will  reach  250,000  between  1990 
and  2000.  In  imagining  who  these  people  wifi  be,  as  a prelude  to  estimating  their  requirements,  it  is 
important  to  keep  a dynamic  picture  in  mind  of  a diverse  group  of  people  with  growing  and  ever- 
changing  interests. 

Many  people  living  in  Milton  Keynes  in  20  to  30  years’  time  may  well  be  enjoying  a quality  of  life 
quite  different  from  that  of  today.  Education  and  leisure  will  be  far  more  a part  of  everyone’s  life; 


*A  report  by  J.  de  Monchaux,  of  Llewelyn-Davies,  Weeks,  Forestier-Walker  and  Bor,  consultant  planners  to  the 
Milton  Keynes  Development  Corporation;  and  the  Medical  Planning  Group  (General  practitioners:  Dr.  A.  A.  Clay, 
Dr.  W.  M.  M.  Douglass,  Dr.  A.  B.  Morphy,  Dr.  G.  C.  Rivett;  Oxford  Regional  Hospital  Board:  Dr.  J.  A.  Oddie, 
Dr.  E.  Rosemary  Rue;  Buckinghamshire  County  Department  of  Health  and  Welfare:  Dr.  J.  J.  A.  Reid,  Dr.  I.  G.  Yule, 
Dr.  D.  G.  Gooding,  Dr.  P.  Lavis;  Occupational  health:  Dr.  K.  P.  Duncan). 


Fig.  1.  Facilities  planned  for  1981  and  contained  in  hospital  programme  up  to  1975-6 
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industry  may  be  much  more  concerned  with  the  production  of  knowledge  rather  than  goods;  real 
incomes  for  most  may  well  have  doubled  or  trebled;  and  with  this  there  is  likely  to  be  greater  mobility 
and  more  demand  for  choice  in  goods  and  services,  including  health  services.  There  will  be  increasing 
requirements  for  space  both  in  and  around  the  home  and  for  outside  leisure  activities. 

For  others,  including  the  less  affluent  and  the  elderly,  there  may  be  financial  or  other  disabilities 
which  will  prevent  their  achieving  some  of  these  goals.  Nevertheless,  their  hopes  and  expectations  will 
be  similar  and  the  new  city,  particularly  through  the  quality  of  its  health,  social,  and  education  services, 
will  be  concerned  with  trying  to  close  the  gap.  Each  of  the  residents  will  himself  have  unique  and 
changing  requirements,  and  it  therefore  becomes  essential  to  plan  the  city  in  a way  that  will  readily 
accept  these  differences  and  changes,  and  in  a way  that  will  allow  the  maximum  freedom  of  choice. 


Planning  policies 

The  work  of  planners  is  to  recommend  a social  and  physical  framework  which  can  be  established 
to  meet  the  needs  of  the  individual  human  beings  who  will  live  in  the  city.  Similarly,  the  object  of  health 
service  planning  is  to  secure  the  well-being  of  the  populace  and,  in  the  case  of  those  in  whom  this  is  not 
achieved,  to  provide  services  to  care  for  them  throughout  their  illnesses.  Thus  those  concerned  with  the 
general  planning  of  the  city  and  those  whose  work  lies  in  the  planning  of  health  services  have  common 
interests,  and  each  is  likely  to  be  successful  only  to  the  extent  that  he  manages  to  take  into  account 
the  aims  of  the  other  and  of  a wide  spectrum  of  different  individuals,  groups,  and  organisations.  For 
this  reason,  and  at  the  suggestion  of  Milton  Keynes  Development  Corporation  and  the  consultant 
planners,  the  initial  stage  of  planning  consisted  in  a series  of  seminars  and  group  discussions  at  which 
opportunities  were  given  for  representatives  of  many  of  these  diverse  interests  to  put  forward  their 
points  of  view  and  to  describe  their  aspirations  for  Milton  Keynes.  This  arrangement  was  highly 
successful  in  enabling  each  to  see  his  role  in  a wider  context  and  thus  to  reduce  possible  fields  of 
conflicting  decisions. 

The  presentations  at  the  seminars  were  widely  based.  For  example,  in  looking  at  health  service 
planning  there  was  no  reference  to  whether  there  should  be  a hospital  or  to  where  health  centres  might 
be  sited  in  Milton  Keynes.  Instead,  the  discussions  were  centred  on  such  philosophical  questions  as  the 
likely  future  relationship  between  the  prevention  and  cure  of  disease,  or  between  the  hospital  and 
community  aspects  of  care. 

After  the  seminars  working  groups  were  established  to  undertake  more  detailed  studies  of  certain 
services,  and  these  groups  kept  in  touch  with  each  other  either  by  cross-membership  or  through  the 
consultant  planners.  The  Medical  Planning  Group  consisted  of  representatives  drawn  from  the  three 
branches  of  the  National  Health  Service,  and  the  help  of  a senior  member  of  an  occupational  health 
service  was  also  enlisted,  while  observers  from  the  Department  of  Health  and  Social  Security  contributed 
their  specialist  experience.  The  group  held  its  own  seminars,  to  which  a variety  of  speakers  were  invited, 
and  also  consulted  a full  range  of  those  concerned  in  organising  and  staffing  the  health  services,  includ- 
ing doctors,  dentists,  nurses,  medical  auxiliaries,  social  workers,  and  others. 

While  the  Medical  Planning  Group  were  investigating  possible  patterns  of  health  care,  the  con- 
sultant planners  explored  a wide  variety  of  plans  which  might  be  adopted  for  Milton  Keynes.  This 
work  was  carried  out  as  a series  of  cycles,  each  of  which  took  account  of  the  latest  thinking  developed 
by  the  planning  groups,  working  parties,  and  the  development  corporation.  The  Medical  Planning 
Group  (1968)  has  published  its  report  and  this  was  followed  by  the  publication  of  the  Interim  Report 
of  the  consultant  planners  (Llewelyn-Davies  et  al.,  1968).  The  object  of  producing  these  documents  was 
not  to  lay  down  final  lines,  but  rather  to  suggest  possible  approaches  and  thereby  to  stimulate  informed 
discussion  among  members  of  the  public  and  among  those  who  will  provide  health  and  other  services. 

The  tentative  health  service  plan  is  illustrated  in  Figs.  2 and  3.  Fig.  2 seeks  to  show  the  inter- 
relationship between  prevention  and  cure  as  well  as  the  various  levels  of  care  required  in  a community. 


Fig.  2.  Organisation  for  health  services.  Fig.  3.  Pattern  of  services  for  special  groups. 
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Fig.  3 deals  with  the  application  of  these  principles  to  services  for  three  particular  groups  of  people. 
Within  these  frameworks  the  Medical  Planning  Group  came  to  two  fundamental  conclusions  about 
services.  Firstly,  there  should  be  a single  district  general  hospital  for  Milton  Keynes,  peripheral  health 
care  being  based  on  health  centres.  Secondly,  irrespective  of  any  future  national  pattern  of  administra- 
tion, the  health  services  in  Milton  Keynes  should  be  looked  on  as  a unity,  scarce  resources  of  skilled 
manpower  being  deployed  so  as  to  give  the  best  possible  standard  of  help  to  the  people  of  the  city 
irrespective  of  present  organisational  demarcations.  Thus,  for  example,  the  general  practitioner  was 
seen  as  having  not  only  his  traditional  role  but  also  scope  to  extend  it  into  the  hospital  and  into  the 
fields  of  public  and  occupational  health.  Similarly,  members  of  the  nursing  profession  were  thought  of 
in  terms  of  a unified  service  rather  than  in  separate  hospital,  local  authority,  and  occupational  groupings, 
as  is  at  present  generally  the  case.  The  object  of  these  suggested  arrangements  is  to  try  to  provide  the 
highest  possible  level  of  continuity  of  care  and  at  the  same  time  to  establish  services  which  are  likely 
to  attract  an  enthusiastic  and  forward-looking  staff. 

The  interim  proposals  of  the  consultant  planners  recommend  locations  for  major  activities  and  a 
transport  network  to  serve  these  (Fig.  4).  The  transport  proposals  are  based  on  the  concept  of  a mesh 
of  primary  roads,  spaced  about  1 kilometre  apart,  giving  uniformly  good  accessibility  to  all  parts  of  the 
new  city.  Major  activities  are  located  in  a number  of  centres,  projected  and  existing,  including  a new 
city  centre,  and  areas  for  industry  are  distributed  throughout  the  city  with  more  important  concentra- 
tions at  the  periphery.  A high  quality  public  transport  system  is  proposed  using  small  buses,  possibly  of  a 
special  design,  which  will  run  at  frequent  intervals  along  the  primary  roads.  Where  they  are  used  for 
residential  purposes,  each  area  within  the  network  of  primary  roads  would  contain  on  average  about 
5,000  people.  Schools,  shops,  other  services,  and  bus  stops  would  be  located,  as  needed,  at  one  of  the 
underpass  pedestrian  crossings  on  each  side  of  the  kilometre  squares.  Thus  the  areas  within  the  primary 
roads  are  not  seen  as  separate  units,  and  any  number  of  areas  can  be  regarded  as  a unit  according  to 
the  function  being  considered. 

The  interplay  between  the  interests  of  the  consultant  planners,  the  Medical  Planning  Group,  and 
other  similar  groups  can  best  be  exemplified  by  some  examples. 


Population 

Both  the  consultant  and  medical  planners  are  interested  in  the  projected  population  of  Milton 
Keynes  in  terms  not  merely  of  numbers  but  also  of  age,  family,  and  social  structure.  The  distribution 
of  the  population  throughout  the  new  town  is  also  of  great  importance  to  many  services,  including 
those  concerned  with  health.  The  Royal  Commission  on  Medical  Education  (1968)  has  suggested  that 
general  practitioners  would  derive  economic  and  professional  advantages,  and  would  also  give  a better 
service  to  their  patients,  through  working  in  groups  of  at  least  a dozen  members,  and  in  accepting  this 
viewpoint  the  Medical  Planning  Group  began  to  think  in  terms  of  health  centres  each  serving  some 
30,000  people.  Simultaneously  and  independently,  the  education  working  party  arrived  at  a similar 
figure  as  being  the  appropriate  population  unit  on  which  to  base  secondary  education.  Both  of  these 
findings  are  readily  accommodated  as  a result  of  the  flexibility  inherent  in  the  scheme  suggested  by  the 
consultant  planners. 


Education  and  health 

There  is  a fundamental  relationship  between  education  and  health,  and  this  is  sharpened  by  the 
realisation  that  most  of  the  major  causes  of  mortality  and  morbidity  in  advanced  countries  such  as 
Britain  will  depend  on  health  education,  in  its  widest  sense,  for  their  reduction.  This,  in  turn,  pointed 
towards  the  desirability  of  achieving  a close  physical  relationship  between  education  and  health  facilities 
in  Milton  Keynes,  and  this,  too,  is  easily  achieved  within  the  tentative  plan. 
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People  working  in  the  health  service  will  require  comprehensive  facilities  for  further  education. 
At  first  sight  this  would  suggest  that  the  hospital  should  be  situated  near  to  the  principal  centre  of 
higher  education.  Such  a solution,  however,  would  conflict  with  the  consultant  planners’  desire  to 
ensure  that  important  activities  are  located  in  different  parts  of  the  new  city  in  order  to  prevent  con- 
centration and  congestion  and  to  allow  each  area  to  benefit  from  the  presence  of  some  special  activity. 
On  balance,  therefore,  it  has  been  accepted  that  the  benefits  of  separate  locations  would  outweigh  the 
advantages  to  be  derived  from  propinquity. 


Personal  social  services 


At  the  present  time  the  organisation  of  personal  social  services  is  the  subject  of  debate  at  national 
level,  and  in  the  new  city  the  pattern  of  their  physical  deployment  is  still  under  discussion.  Their 
requirements  in  terms  of  space  are  relatively  small,  but  their  location  is  extremely  important,  and  it  is 
hoped  that  they  will  be  closely  related  to  health  facilities. 


O 
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Fig.  4.  Diagram  of  interim  planning  proposals  for  Milton  Keynes. 

The  basic  social  work  teams  could  operate  at  the  health  centre  level,  providing  services  for  com- 
munities of  some  30,000  people.  Whether  such  area  offices  should  be  integral  parts  of  health  centres  or 
whether  they  should  be  separate  but  in  close  proximity  is  a matter  for  further  study,  as  is  the  question 
of  whether  there  should  be  a further  tier  of  more  peripheral  premises  and,  if  so,  whether  these  should 
also  cover  certain  health  and  educational  functions.  The  important  point,  however,  is  to  ensure  that 
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there  is  constant  liaison  between  general  medical  practitioners  and  social  work  teams,  as  both  are 
concerned  in  varying  degrees  with  helping  people  with  problems  which  usually  have  a mixture  of  medical 
and  social  components. 

Transport  patterns 

As  has  been  indicated,  transport  patterns  are  among  the  primary  concerns  of  the  consultant 
planners  and  are  also  of  vital  interest  to  those  studying  the  shape  of  the  health  service.  Thus  the  concept 
of  a single  district  general  hosp'tal  is  most  likely  to  be  viable  if  its  site  is  readily  accessible  to  the  entire 
town  and  its  surrounding  area;  and  health  centres  for  populations  of  30,000  can  serve  their  function 
only  if  suitably  situated  in  relation  to  transport  facilities.  The  suggested  site  for  the  hospital  is  central 
in  the  area  and  lies  on  transport  routes  which  give  good  access  from  the  region  as  well  as  from  within 
the  new  city.  The  health  centres  are  located  so  as  to  be  well  served  by  public  and  private  transport,  at 
underpass  pedestrian  crossings  of  the  primary  road  network. 

Industry  and  labour 

Here  again  there  is  a close  association  with  the  health  services.  For  example,  the  hospital  is  a major 
employer  of  manpower,  and  its  siting  must  therefore  be  related  not  merely  to  the  communication 
pattern  but  also  to  the  distribution  of  industry  in  the  city  so  that  competition  for  labour  of  the  kind 
necessary  in  hospitals  will  be  minimised.  Similarly  it  is  desirable  that  the  activities  of  the  hospital  service 
which  are  not  directly  concerned  with  the  care  of  patients  should  be  situated  in  relation  to 
industrial  areas  of  the  town  rather  than  on  the  site  of  the  hospital  itself.  The  needs  of  an  occupational 
health  service  also  imply  a close  physical  and  working  relationship  between  certain  of  the  health  centres 
and  industry. 

Environmental  factors  • 

The  interests  of  the  consultant  and  medical  planners  coincide  in  relation  to  their  wish  to  secure  the 
best  possible  environment  in  which  people  can  live  and  work,  and  the  size  and  arrangement  of  the 
areas  contained  within  the  primary  road  network  are  based  on  an  extensive  study  of  environmental  and 
safety  factors.  This  suggests  that  if  each  of  the  areas  is  not  more  than  200  to  300  acres  (0.8  to  1.2 
kilometres)  the  resulting  volume  of  traffic  on  any  road  within  a residential  area  should  lead  to  fewer 
accidents  and  a more  acceptable  level  of  traffic  noise  than  other  patterns  with  more  widely  spaced 
primary  roads. 

The  ability  to  base  the  major  part  of  medical  care  on  the  community  will  be  profoundly  influenced 
by  the  standards  of  housing  attained  in  the  new  city.  In  addition  it  is  desirable  that  consideration 
should  be  given  to  the  special  needs  of  the  handicapped. 

Phasing 

The  timetable  for  housing  development  and  for  the  provision  of  health  service  facilities  calls  for 
careful  study.  From  the  health  service  point  of  view  it  would  clearly  be  most  convenient  if  each  area 
containing  30,000  population  could  be  built  separately  and  completely  in  order  that  health  service 
facilities  might  simultaneously  be  made  available.  With  the  expected  rate  of  growth  of  the  new  city 
(there  will  be  an  increase  of  30,000  in  the  population  every  three  years)  this  would  not  appear  to  be 
feasible.  Development  in  various  parts  of  the  designated  area  at  the  same  time  is  necessary  to  allow  full 
advantage  to  be  taken  in  the  early  growth  period  of  services  in  existing  dispersed  centres,  to  encourage 
a more  balanced  distribution  of  older  and  newer  buildings  and  families,  and  to  ease  the  construction 
process.  Therefore  the  use  of  temporary  structures  for  the  provision  of  health  services  may  have  to  be 
considered  at  certain  stages  of  the  city’s  development. 
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Responsibilities  and  evaluation 

The  responsibility  for  building  the  new  city  lies  with  a variety  of  interests.  The  development 
corporation  has  the  ro'e  of  landlord  in  the  area  designated  for  Milton  Keynes.  Having  built  roads  and 
services,  it  then  lets  the  land  to  the  developers  of  hospitals,  housing,  shops,  and  other  facilities.  It  w;ll 
also  build  half  the  houses  and  many  of  the  factories.  From  this  position  the  corporation  can  co-ordinate 
and  encourage  all  those  engaged  in  the  development  of  other  buildings  and  the  many  services  required 
in  the  new  city.  National,  county,  and  county  district  authorities  all  share  future  responsibility  for 
different  aspects  of  the  city’s  services.  Private  enterprise  will  also  have  a major  part  to  play  in  the 
development  of  Milton  Keynes,  and  this  represents  an  important  departure  from  earlier  new  towns. 
Finally,  and  most  important  of  all,  the  ultimate  objective  is  to  allow  the  residents  of  Milton  Keynes  to 
build  their  own  lives  without  constraints  and  within  the  opportunities  provided. 

It  has  been  recognised  that  it  will  be  essential  to  establish  methods  of  monitoring  social  and 
physical  development.  This  means  systematic  recording  of  what  occurs  as  the  city  is  planned  and  built, 
and  periodical  assessment  of  achievement  against  the  original  objectives.  These  are  needed  if  the  develop- 
ment corporation  is  to  compare  what  is  happening  in  the  city  with  the  goals  it  has  established,  and  to  de- 
velop or  modify  its  policies  and  plans  in  the  light  of  experience.  Such  a system  has  a great  potentia1  use 
in  the  health  services,  and  the  feasibility  of  establishing  built-in  systems  of  evaluation  is  being  studied 
during  the  second  stage  in  planning,  which  is  currently  under  way.  The  possibility  of  extending  the 
Oxford  Record  Linkage  Study  (Acheson,  1967)  to  Milton  Keynes  is  also  being  considered. 


Conclusions 

This  paper  has  tried  to  describe  some  of  the  complex  interrelationships  between  general  and  health 
service  planning,  all  of  which  will  require  further  study  and  definifion  during  the  next  phase  of  planning 
for  Milton  Keynes.  It  has  been  possible  to  establish  a number  of  guide-lines  which  are  helpful  in  ensuring 
a joint  approach  to  planning.  Early  discussion  of  objectives  and  possibilities  has  been  invaluable  in 
establishing  a common  starting-point;  support  for  necessary  change  and  innovation  has  been  readily 
forthcoming  where  those  who  will  later  be  responsible  for  the  provision  of  services  have  been  involved 
in  a clearly  identified  way  with  the  planning;  and  it  has  also  been  fruitful  to  consider  simultaneously  the 
design  of  administrative  and  physical  systems.  So  far  as  health  services  are  concerned,  the  object  must 
continue  to  be  to  secure  maximum  participation,  both  by  the  public  and  by  members  of  the  health 
professions,  in  discussions  which  will  result  in  the  evolution  of  a closely  co-ordinated  health  service 
for  Milton  Keynes. 
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